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Portfolio Introduction
Introduction to the Portfolio
The portfolio contains three dossiers: Academic, clinical and research work 
undertaken as part of the Doctorate in Clinical Psychology (Psych.D) at the 
University of Surrey. The portfolio illustrates the wide range of experience and 
knowledge gained across the three years of training. The portfolio comprises two 
volumes, as summarised below:
Volume I: Public Portfolio
• Academic Dossier: 2 essays, 3 Problem-Based Learning (PBL) reflective 
accounts and 2 Case Discussion Group (CDG) process accounts.
• Clinical Dossier: 5 clinical placement case report summaries and 5 clinical 
placement experience summaries.
• Research Dossier: 1 Service-Related Research Project (SRRP), 1 qualitative 
research group project abstract, 1 research log checklist, 1 Major Research 
Project (MRP).
Volume II: Private Portfolio
• Academic Dossier: 2 Case Discussion Group (CDG) process accounts.
• Clinical Dossier Part 1: 5 clinical placement case reports.
• Clinical Dossier Part 2: Placement Information for each of the 5 placements:
- Contract
- Placement Supervisor’s evaluation of trainee.
- Trainee’s evaluation of placement.
- Log book of clinical experience.
Academic Dossier
Academic Dossier
2 essays critically examining a range of psychological issues (practical and 
theoretical) associated with Clinical Psychology, in relation to adult mental 
health and wider professional issues respectively (Year 1 and Year 2).
3 Problem Based Learning (PBL) reflective accounts (Years 1, 2 and 3).
2 Case Discussion Group (CDG) process account summaries (Year 1 and Year 
2).
Academic Dossier
“The therapeutic skills needed to engage a client are the same no matter which 
theoretical model the clinician works within”. Discuss with reference to CBT and 
psychodynamic approaches to working with adults who present with problems related
to Childhood Sexual Abuse.
Adult Essay
December 2005 
Year 1
Adult Essay
Academic Dossier
“The therapeutic skills needed to engage a client are the same no matter which 
theoretical model the clinician works within”. Discuss with reference to CBT and 
psychodynamic approaches to working with adults who present with problems
related to Childhood Sexual Abuse.
Introduction
A wealth of evidence exists to show that survivors of childhood sexual abuse 
(CSA) often experience a diverse range of psychological difficulties in adulthood. 
These include depression, anxiety, eating disorders, low self-esteem, sexual problems, 
phobias, obsessive behaviours, alcohol and drug abuse, self-harm and suicidal 
ideation (Sanderson, 1995). However, these symptoms are wide-ranging and not 
necessarily indicative of an adult having experienced or indeed having not 
experienced sexual abuse (SA) as a child (Dale, 1999). Moreover, CSA will affect 
people in different ways. Most commonly, survivors report interpersonal difficulties. 
Considering that interpersonal qualities are crucial to the therapeutic process (Nevo,
2002), the engagement of a survivor is not only a difficult but an essential role of the 
clinician in therapy.
In discussing the above quotation, f  begin by outlining the main principles 
and methods used to engage clients in cognitive-behavioural therapy (CBT) and 
psychodynamic therapy (PT) in order to highlight the similarities and differences in 
their approaches to client engagement. I argue that at the heart of therapy and the 
engagement of the client in both models is the establishment of a therapeutic 
relationship or working alliance -  allowing client and therapist to work 
collaboratively. I stress how crucial the creation of this alliance is when working with 
survivors of CSA who need to feel safe and listened to; enabling them to be open and 
honest about their experience. Although it might be claimed that more emphasis and 
restrictions are placed on the therapeutic relationship in PT, I suggest that without an 
initial formation of such a relationship between the survivor and clinician in therapy, 
and maintenance of this alliance, it is difficult, if not impossible, to engage the client 
in either of these two psychotherapeutic models; regardless of the client’s presenting 
problems. I discuss how in both approaches to psychotherapy the clinician first needs 
to be a therapist with basic ‘therapeutic skills’ in order to engage a survivor in 
therapy. The therapy skills which I propose are most pertinent to engaging adults who
 ^I chose to write in the first person as I felt that this would enable me to be more reflective in my 
writing than if I used the third person. However, this was a challenge for me having always written in 
third person in the past.
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have experienced and survived the trauma of CSA, include issues around boundaries, 
trust, confidentiality, diminishing power, education and competence.
I explain the importance of selecting a therapeutic approach which is focused 
primarily towards the client’s presenting needs rather than a pre-determined set of 
goals established by the therapist. I show how both models view the client’s wishes as 
central to their approach and how crucial this is to engaging the client in a therapeutic, 
working relationship. Moreover, I stress the significance of being aware of a client’s 
background, including gender, cross-cultural and social-class issues.
I chose this essay because my year’s adult placement incorporates a CBT and 
a psychodynamic approach to psychotherapy. Therefore, I thought it would be 
beneficial to my practice to leam more about both models. My clinical experience is 
limited but I will relate my discussion to the experience I have gained recently. I 
highlight how reading the literature and discussions with my supervisors as well as 
members of the placement teams, may influence my future practice; most importantly 
if and when I am working alongside a survivor of CSA. I do not devote a separate 
section to this, as I feel it more interesting to be reflective as I write my argument.
Main Principles and Methods of Engagement in CBT
CBT combines concepts from both cognitive and behaviour techniques (J. 
Beck, 1995). The model proposes that there is a relationship between thoughts, 
behaviours and emotions. CBT suggests that maladaptive thoughts and behaviours 
lead to the development of psychological difficulties (Price et ah, 2001). Both 
cognitive and behaviour procedures are used to reduce these psychological difficulties 
by challenging and changing these maladaptive thoughts, beliefs and behaviour into 
more adaptive ones, which in turn raises mood (Sanderson, 1995) . Cognitive 
procedures include identifying and challenging negative thoughts while behaviour 
techniques (e.g., relaxation, activity monitoring, graded exposure) test and challenge 
these negative thoughts or core beliefs. Behaviour experiments and diagrammatic 
formulations help to socialise clients to the model and highlight the thought, feeling 
and behaviour link.
CBT is a structured process and is based on ‘collaborative empiricism’ (Price 
et ah, 2001); the client and therapist collaboratively explore the client’s maladaptive 
thinking and behaviour. Such collaboration can help the client feel active and 
powerful in the therapeutic process, which is vital when working with survivors of
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CSA, who as a result of abuse often feel powerless (Enns et al., 1998). Furthermore, 
the client and therapist focus on one problem -  a problem that clients feel is most 
important to change. Thus, if adopting a CBT approach to working with problems 
related to CSA, one specific problem that we might focus on together could be the 
survivor misunderstanding others or experiencing flashbacks. Key to engagement in 
this therapeutic approach is the assignment of homework. In the case of a survivor 
misunderstanding others, this may include monitoring and keeping a record of the 
times when they feel they may have misunderstood someone and what was said or 
done to make them think that. The homework is then reviewed in the next session 
where the survivor’s thoughts will be discussed and challenged.
Homework is considered important as it means that the client is able to think 
about and test the validity of their thoughts and behaviour when they arise, as such 
thoughts do not necessarily occur in the therapy session. Keeping a record of 
flashbacks of the abuse may result in the client remembering more about the abuse 
and, therefore, cause distress. However, according to CBT, there is more likely to be a 
shift in the client’s cognitions when you put them into such a distressing situation 
(Beck, 1995).
Most importantly, CBT acknowledges the significance of the therapeutic 
alliance to the therapeutic process (Beck, 1995). Basic therapy skills such as warmth, 
empathy, caring, genuineness, being able to listen as well as competence are 
fundamental to the creation of a working alliance. However, it is recognised that more 
time is needed to establish this with certain clients compared with others (Beck,
1995). I think that this is likely to be true for survivors of CSA who may have kept the 
abuse a secret for so long and, consequently, find it difficult to talk about.
Main Principles and Methods of Engagement in PT
PT highlights a crucial conflict resulting fi*om early experience, which is being 
re-lived in adulthood and causing psychological difficulties. The aim of therapy is to 
explore and resolve this conflict, rather than avoid it, in the course of the therapeutic 
relationship. The concepts of ‘transference’ and ‘countertransference’ are crucial to 
this relationship and to the process of change. Transference is when the client 
experiences feelings and thoughts towards the therapist as if they were someone 
significant from their past or present relationships. The therapist infers that the client 
is often responding to new relationships in a similar way to relationships of the past
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(Bateman et al., 2000). The therapist’s feelings in the session with the client (i.e., their 
emotional reaction) indicate how the client feels and provides important material 
regarding their mental states; known as countertransference. The client’s present and 
past relationships with others are replicated and come to life in the therapy situation. 
The therapist and client explore this within a safe therapeutic setting. Thus, PT entails 
more personal and perhaps emotional involvement by the therapist than CBT and 
relies less on the content of the session but more on the underlying meaning (Lemma,
2003).
PT assumes that everyone has an unconscious mind but that the information, 
thoughts, feelings and fantasies here are too painful to think about and discuss. We 
develop defence mechanisms in order to prevent us from experiencing these emotions. 
Therapy tries to explore and tease these apart. The therapeutic relationship helps the 
client to bring to the surface their true feelings, experience and explore them as well 
as understand them. The aim of this is to re-evaluate and reconstruct the client’s 
meanings of the self and others in the past, present and future. The interpretation of 
the transferential, therapeutic relationship is essential for the process of change 
(Lemma, 2003). However, I think that this is true for both models. Without the 
formation of a therapeutic interpersonal alliance, it is impossible to engage a client. 
Importantly, PT is much less structured than CBT in the way that whatever thoughts 
or feelings come into the client’s mind are stated, regardless of what they are and their 
relevance (Bateman et ah, 2000). Therefore, the client very much leads the 
therapeutic session according to their needs. The significance of reporting these 
thoughts and feelings as they experience them is so that they are felt more strongly by 
the client and therapist; allowing them to be explored and interpreted more 
meaningfully at the time.
Hence, the psychodynamic therapeutic setting involves reconstructing and re- 
experiencing past events. However, in the case of a survivor this is likely to be very 
emotionally distressing. It is essential that this is explained and discussed at the 
beginning of therapy in order to ensure that the survivor understands the importance 
and consequences of this. Furthermore, certain restrictions are placed on the 
therapeutic setting. Therapy should be undertaken in the same place, which should be 
kept as neutral as possible. Each session should take place at the same time and for 
the same length of time each week. The chairs should be of equal height in order to 
diminish any power differentials between client and therapist. These issues are
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believed to be crucial to the establishment and maintenance of an open, safe, and 
containing environment. (Bateman et al., 2000). I think that establishing such 
boundaries with a survivor, whose boundaries are often distorted by the abusive 
experience (Briere, 1996), is important.
The Therapeutic Relationship
The principle differences between the two approaches lie in their assumptions 
about the nature and cause of psychological distress and the focus of therapy (Beck, 
1995). CBT focuses on the current overt problem whereas PT focuses on the core of 
the problem(s), which may lie in the present and the past. Yet fundamental principles 
exist within both models. Most importantly, the development of a safe therapeutic 
environment between survivor and therapist is a crucial agent of change. The 
therapeutic relationship in CBT provides a means for collaborative working on the 
specific problem identified by the client. Nevertheless, the relationship is not the 
focus (Beck, 1995). In contrast, in PT, the therapeutic relationship is an element of 
therapy, whereby the client’s transferential feelings are highlighted and explored 
within the session (Dale, 1999). What is discussed is also led by the survivor and 
although this does not have to be one specific problem, the difficulties are discussed 
in order of importance. According to Howe (1993), survivors reported that at the heart 
of any successful therapy was the establishment of a safe, therapeutic environment in 
which they were able to speak out in an honest and open way about their experience; 
enabling them to feel understood and accepted. I believe that whichever approach I 
use, when working with survivors, I need to be a generic therapist first. The shared 
therapeutic skills needed to create a working alliance and engage a survivor in 
psychological therapy from both therapeutic models are discussed next.
Shared Essential skills for Engaging a Survivor in the Therapeutic 
Relationship:
As stated earlier, there are various long-term effects of CSA. However, it is 
central to our practice that we remember that if a client presents any of these 
difficulties, it does not necessarily suggest that he/she is or is not a survivor of SA. It 
is important not to propose to the client that they may have been sexually abused 
(Dale, 1999). Additionally, as a therapist it is crucial to consider the differing effects 
of SA across individuals. Sometimes survivors do not realise that their difficulties are
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influenced by their SA experience. Therefore, whether SA is the focus of therapy 
fi'om the beginning or whether it later becomes the focus depends on whether a 
history of SA arises in the assessment or later in therapy (Enns et al., 1998). When a 
client discloses a history of abuse, it is essential that we acknowledge the abuse as 
being a very difficult time for them and that it must be extremely distressing to live 
with the memory of this and to talk about it. As therapists, we should also point out to 
the client that they are a survivor of abuse and not a victim, and they have coped 
really well so far, especially given that they are likely to have kept such a distressing 
memory to themselves for so long.
When beginning therapy with survivors of SA, it is crucial to highlight the 
boundaries of therapy. This involves socialising the client into therapy and the 
required way of working. Although PT emphasises strict boundaries, when using 
either model it is essential that the therapist and client agree whether therapy will be 
short- or long-term as well as the number, length and place of each meeting. As 
suggested above, this is particularly important when working with survivors of CSA 
or individuals thought to be survivors because often their interpersonal boundaries 
have been confused by such a distressing atypical experience during their childhood 
years (Briere, 1996).
Rogers (1957; cited in Dale, 1999) proposes that there are three sufficient 
prerequisites for effective therapy, no matter what the therapeutic approach; empathy, 
warmth and genuineness. I consider these to be essential therapy skills when working 
alongside survivors. However, I believe that establishing trust is a fundamental aim in 
engaging a survivor in psychotherapy. I think it would be extremely difficult for a 
client to feel safe when sharing their experience without first creating trust. Trust and 
intimacy is something that survivors lack following the abuse (Mullen & Fleming, 
1998). They are often so fiightened of sharing their experience that they end up 
holding their feelings inside them. In order to create an open and trusting space for the 
survivor to talk and engage in therapy, it is crucial that we say that we believe them 
and have hope in them to change. Furthermore, we should emphasise that they will 
not be judged. I feel this facilitates their self-worth and helps the survivor to have 
some hope within themselves. Belief and hope helps validate their experience 
(Sanderson, 1995).
In order to help the survivor feel safe, I should explain issues around 
confidentiality and the limits surrounding this. If the information discussed is going to
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be shared with the team or in supervision, it is essential that the client is informed 
about this from the beginning and that the client agrees to this. I would also point out 
that information is shared as we think it is helpful to care. Moreover, writing notes 
about a survivor’s SA experience(s) may make the client anxious. Thus, I should 
explain to the client where these notes are kept, who has access to them and that they 
solely act as an aide memoir. I think that being honest and open to clients will help 
them to feel safe and to be open in therapy. I would gain the survivor’s consent to take 
notes and share this information with the team. Moreover, I would regularly renew 
this consent (Dale, 1999).
Discussing the limits of confidentiality is vital when working with survivors of 
SA, particularly when they or someone they know may still be at risk. For instance, at 
a team meeting, we were discussing a client who had been sexually abused by her 
step-father. Her mother and step-father were due to move in with the client and her 
children. Having not spoken about the abuse to anyone before, the survivor was 
worried about the safety of her children. It was agreed that the therapist should 
explain to the client that social services would need to be informed but to encourage 
the client to report her concerns herself. This happened and the incident was 
investigated and resolved. The client reported that she was pleased to have control 
over the situation and felt that she had protected her children as well as herself from 
potential harm. I believe that dealing with it in this way was crucial to helping the 
survivor feel powerful and in control of something they initially felt so helpless about. 
Such empowerment and collaborative working is key to engaging a survivor in 
therapy and helping them to gain more control over their difficulties and lives.
This latter example also demonstrates the importance of allowing survivors to 
provide feedback. Dale (1999) asserts that one of the fundamental principles of 
engaging survivors in therapy is giving clients the opportunity to provide informed 
feedback on the therapy session. Both CBT and PT allow for and encourage the 
gathering of feedback from clients in each session in order to facilitate the client’s 
involvement in therapy and ensure the therapeutic experience is positive, 
collaborative and person-centred.
One of the ways in which people seem to distinguish CBT from PT, is in the 
use of homework to engage the client. Nevertheless, from my experience of working 
within a CBT and psychodynamic framework on placement (albeit fairly limited so 
far), while CBT explicitly engages the client in a homework task, PT less overtly
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encourages the client to think about each therapy meeting between sessions. In PT, I 
begin by asking the client how they felt after the last session and whether they have 
had any thoughts on that session or any other thoughts that may have arisen over the 
past week. This encourages the client to think about the therapy session and their 
feelings but is done so in a less directed way than CBT; it does not require these 
thoughts to be written down or structured. While I may have questions or thoughts 
myself from the last session, these may or may not be talked about depending on what 
the client brings to the session. Thus, the client very much leads the session.
This is particularly important early on in therapy and when working alongside 
survivors of CSA. It is crucial that the survivor feels that what is being talked about is 
what they want to discuss and that what they have to say is important. I believe that 
this helps the client to be honest and flexible in what they bring to therapy and creates 
a sense of respect to the client’s thoughts, needs and wishes. I think that relating to the 
client and being guided by them and their needs is crucial to the therapeutic process, 
rather than being restricted by one or other model. Being sensitive to the client’s 
feelings and needs in order to make the client feel safe and understood is vital to the 
establishment of trust. Moreover, encouraging the survivor to lead the therapy session 
helps to empower the individual. It also shows that the survivor is the expert in 
therapy, rather than the therapist. In turn, this may increase their self-confidence 
(Sanderson, 1995).
I recently saw a client for a psychological assessment. He explained that he 
had tried therapy before but withdrew because he felt that the therapist was focusing 
on what he thought was the problem for the client -  homosexuality -  when in fact the 
client explained that this was the only thing that he did not have a problem with. 
Although I do not know whether this particular client is or is not a survivor of SA, this 
example shows the utmost importance of addressing what the client actually wants to 
focus on rather than our misconceptions about what we think ihQ client wants to 
address. Listening carefully to the client is highly therapeutic in any approach to 
psychological therapy. If we fail to do this, then we have failed at our role as a 
therapist and such mistakes will lead to the disengagement and withdrawal of the 
client from therapy. Likewise, not listening to and paying attention to the context of 
the abuse can damage the client’s engagement in therapy. For example, one client 
explained how she had been given a relaxation tape to listen to. The tape asked you to 
imagine that you were looking up to the sky through the branches of the trees.
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However, this client had been abused in a wooded area surrounded by trees. The tape 
brought back the traumatic event and emotional distress associated with it. This 
example illustrates that we have a responsibility to consider the context of abuse and 
the content of the tape to ensure that the tape is relaxing and to maintain a therapeutic 
relationship.
Some survivors find it extremely supportive to discover that there is an 
association between the past SA and their current psychological problems (Ainscough 
& Toon, 1993). In contrast, other survivors find such a relationship very difficult to 
understand and acknowledge. Hence, as therapists, we should pay particular attention 
to the uniqueness and individuality of survivors. Some survivors may need more time 
to discuss and reflect on the association between the trauma and their present 
difficulties. Whichever therapeutic approach is being used, it is important that I, as a 
therapist, am flexible according to the survivor’s needs. Flexibility is crucial in 
providing optimal practice when working with cases of SA (Stiles et ah, 1998; cited 
in Price et al., 2001).
Education can help a survivor to come to terms with the link. Educating them 
on the prevalence of SA in childhood and the associated long-term problems helps to 
normalise the client’s difficulties and demonstrates that they are not a victim; rather 
they are a survivor (Sanderson, 1995). In order to educate and work alongside a 
survivor, however, as therapists we need to know about the literature on childhood 
trauma and the potential long-term consequences of this (Dale, 1999). As Enns et al. 
(1998) suggest, competence is key to optimal practice when working with survivors 
within any therapeutic approach. Therefore, I might need to research the relevant 
literature and use supervision in order to ensure that I am providing the best practice 
and education. Nonetheless, it is important that therapy is person-centred and that no 
generalisations or assumptions are made based on the relevant literature. Being 
mindful to research and using this to guide practice in relation to the survivor’s needs 
is crucial. Furthermore, supervision is important to reflect upon each session, to 
identify my limitations and work on these as well as to monitor my emotional 
capacity to work alongside a survivor.
Interestingly, some researchers (e.g., Brady, 1968; cited in Beck, 1995) have 
suggested that the application of both CBT and psychodynamic techniques in the 
same client, results in optimal therapeutic practice compared with the sole utilisation 
of one or other of the two models. Similarly, Corrie (2002) argues that we should be
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using schema-focused therapy, particularly for more complex clients as this 
incorporates techniques from both CBT and PT. Again, however, this will depend on 
the survivor and their problems but may be important to consider when working with 
survivors with long-term and enduring mental difficulties. The therapeutic approach 
used should be appropriate to the survivor’s difficulties and their level of functioning. 
Some clients find it more difficult to make connections and to write their thoughts or 
feelings down. Such survivors may be more motivated to talking about thoughts and 
feelings as they come into their mind in therapy and, therefore, may engage better in a 
psychodynamic approach. On the other hand, a different survivor may be more 
motivated to working on one specific problem related to their abuse experience and 
may be more able to engage in a solution-focused approach like CBT. In support of 
this, outcome studies suggest that there are benefits of both models when working 
with survivors of SA (Price et ah, 2001). This emphasises the importance of adopting 
an eclectic and person-centred approach to psychological therapy, which supports the 
British Psychological Society’s (BPS; 1993) proposal that psychotherapists should 
consider a range of psychological approaches.
Gender, Cultural and Social Class Issues:
An extremely important issue for both therapist and client to consider together 
when the history of SA arises, is the effect of the gender of the therapist and survivor 
on the survivor’s ability and contentment to engage in therapy. If, for instance, the 
female client’s abuser was female, they may find it more difficult to trust and share 
the details of the abuse with a female therapist. This is something that needs to be 
discussed between the therapist and client in order that the client feels safe in the 
therapeutic environment. Pam, a survivor in Ainscough and Toon’s (1993) book 
(pp. 17) on help for survivors of CSA, explains how she found it difficult engaging in 
therapy with a male clinician, having been abused by a male. Therefore, it is essential 
that such gender issues are addressed rather than ignored; the latter of which may 
result in a client’s inability to engage in therapy or withdrawal from the therapy. 
Working alongside a therapist of the same gender as the abuser may also increase the 
power differentials between therapist and survivor.
As therapists, we need to be mindful of the differences between individuals 
both within and across cultures. We should explore with them what SA and mental 
health mean to the individual in their culture. Once more, this illustrates the role of
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the client rather than the therapist as expert. We should be adapting to and respecting 
the survivor’s culture and their meaning system rather than assuming what SA means 
to them based on the meanings in our culture. Moreover, language may be a barrier in 
developing a therapeutic relationship. Issues around confidentiality are further 
considered if a survivor needs an interpreter to be present. It is important to ask 
whether the client would be more comfortable with a stranger or family member as 
interpreter to ensure that the client feels empowered enough to share their experience.
Language barriers can also exist within a culture. For example, the continual 
use of complicated vocabulary may make it difficult for a survivor to engage in 
therapy. It is important, therefore, that I use the client’s own words or ways of 
expressing in order to not only ensure that the client understands what I am saying but 
also to clarify that I have understood them correctly. If re-wording the survivor’s 
accounts, it is important that I consider whether the use of certain words may be too 
complicated for a particular client; thus, inhibiting their ability to engage in therapy. 
Additionally, SA has been strongly linked to lower socio-economic status (Mullen & 
Fleming, 1998). This raises the importance of being mindful to social class 
differences between a survivor and myself, and how this might impact on the power 
differentials between survivor and therapist, which in turn may hinder engagement.
Conclusion:
A common difficulty widely reported by survivors of CSA is in establishing 
and maintaining relationships. As suggested here, interpersonal skills are essential to 
the therapeutic process (Nevo, 2002). Therefore, I argued that at the heart of both 
CBT and PT, when working alongside survivors of CSA, is the creation and 
maintenance of a safe, therapeutic relationship. In CBT, this enables collaborative 
working between the client and therapist on one specific problem. In comparison, the 
safe and containing therapeutic alliance between survivor and therapist is the focus in 
PT, within which the survivor’s transferential feelings are emphasised and explored.
I argued that there are many shared essential skills required to engage a 
survivor of CSA in both psychotherapeutic approaches. I suggested that one of the 
principal aims of psychotherapy, regardless of the theoretical approach, is the 
establishment of trust between survivor and therapist. Telling the client that I believe 
them and have hope in them to change is crucial to the development of a trusting 
relationship. It is important in both therapeutic models that I explain the approach
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clearly to the client in order that they are aware and prepared that therapy will be an 
emotionally demanding and difficult process. Honesty and clarity is crucial to the 
development of a safe, therapeutic relationship.
Furthermore, it is vital that I explain confidentiality issues and limits of this. I 
also provided an example of discussing the limits of confidentiality in an open way 
with a survivor and encouraging them to act upon any concerns about their safety or 
that of others in order to empower the survivor and ensure that therapy is a 
collaborative process. I have illustrated the importance in both psychotherapeutic 
approaches of allowing survivors to provide informed feedback on each therapy 
session. Being sensitive to and addressing the needs and wishes of the survivor in 
therapy is also crucial to ensure that the therapeutic process is person-centred and 
collaborative.
Educating a survivor about the link between their difficulties and experience 
normalises the client’s situation and helps them to view themselves as survivor rather 
than as victim. Being competent is key to engaging a client. Awareness of the relevant 
literature as well as reflecting upon my limitations, emotions and practice in 
supervision enhances competence. I demonstrated the need to be flexible in my 
approach by using different aspects of both models, depending on the survivor and 
their difficulties. Both models encourage the client to reflect on each session and their 
thoughts within and outside a session, although the latter is done in a less structured 
and overt way in PT. Finally, I discussed the utmost importance of considering 
gender, cultural and social-class factors when engaging a survivor in therapy. Not 
being aware of these issues in either model can increase the power differentials in the 
therapeutic relationship and hinder engagement. Thus, I suggest there are shared 
therapeutic skills which we need to engage a survivor in therapy no matter which 
approach we use. We should be eclectic in our approach; the model we choose to 
adopt will depend on the survivor’s needs, wishes and level of fimctioning. I think 
that future research needs to address in more detail how we can combine the above 
two approaches in order to engage a survivor in optimal psychotherapy.
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Critically evaluate the relevance that a diagnosis of schizophrenia might have for 
a client, carer, clinical psychologist and service manager.
Introduction
There are many critics of the current classification system used within the 
health profession (Tsuang et al, 2000). Many of the criticisms arise from the 
ambiguity and vagueness of diagnostic categories, particularly schizophrenia. 
Furthermore, symptoms can be so diverse and appear gradually that it becomes 
difficult to classify them into one category, leaving some authors questioning the 
Tabel’s’ usefulness (Boyle, 1996). Diagnosis can affect people and their lives in many 
different ways. Diagnosis can in many cases lead to loss; loss of friends, family, and 
employment. On the other hand, diagnosis can facilitate understanding and help 
clients to make sense of their experience (Chadwick, 1997).
argue that diagnosis can be helpful for the client, carer, clinical psychologist 
and service manager in understanding and treating the illness, although I emphasise 
the importance of not using the diagnostic label per se to guide treatment. For the 
purpose of this essay, I refer to carer as a family member as it is the family who are 
usually involved in most of the client’s care (Jeffries et al, 1990), although I 
acknowledge that this is not always the case. I argue that it is crucial to explain the 
illness as much as possible to the client and to discuss the range of symptoms which 
may appear and change over the course of the illness (Jeffries et al, 1990). Thus, 
providing a diagnostic label on its own is by no means sufficient or indeed good 
practice.
I begin this essay by briefly outlining the Diagnostic and Statistical Manual 
(DSM-IV; American Psychiatric Association, 1994) criteria for schizophrenia. 
Following this, I take each of the groups above -  client, carer, clinical psychologist, 
and service manager -  and critically consider the relevance of this diagnostic category 
for each of these. In doing so, I will draw upon my own personal and professional 
experience. I emphasise the importance of taking into account diversity issues (social 
status, culture, religion & gender) when evaluating the relevance of this diagnosis for 
the individual.
 ^I have chosen to write in first person as I believe that it allows me to be more reflective and creative 
in my writing.
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I chose this essay in order to expand my knowledge of schizophrenia as I 
have had limited experience within this area. However, I reflect upon my short-term 
work in an acute day service, where I met individuals with a diagnosis of 
schizophrenia and their families. I suggest how reading for this essay and discussions 
with my supervisor may influence my future practice.
DSMIV Criteria for Schizophrenia
Schizophrenia is a serious mental illness affecting different aspects of 
behaviour, thinking and emotion. According to DSM-IV, schizophrenia is diagnosed 
if A. two or more of the following symptoms are significantly present during a one- 
month period: Delusions (false beliefs or ideas that others don’t agree with), 
hallucinations (hear voices), disorganised speech, grossly disorganised or catatonic 
behaviour, and negative symptoms (e.g., social withdrawal); B. If the individual 
experiences social or occupational dysfunction for a significant amount of time; C. 
Duration: If continuous signs of the disturbance last for at least 6 months; D. 
Schizoaffective and mood disorder with psychotic features have been ruled out; E. 
Substance or general medical condition have been excluded (e.g., drug 
abuse/medication); and F. Relationship to a developmental disorder (if there is a 
history of pervasive developmental disorder, such as Autism, the additional diagnosis 
is only made if delusions/hallucinations are also present for at least one month).
There are also diagnostic criteria of different schizophrenic subtypes.
Although I will not go into each of these, the subtypes include Paranoid, Catatonic, 
Disorganised, Undifferentiated and Residual. However, it is important to note that 
schizophrenia varies greatly between people (NICE, 2002).
Client
From my experience in an acute day service and on an in-patient ward, and 
from discussions with my supervisor, I have discovered that schizophrenia is often a 
veiy unwelcome diagnosis from the client’s perspective, particularly earlier in 
diagnosis, partly due to stigma and partly because it invalidates their own experience. 
There is a genuine fear that talking about voices will lead to hospitalisation or 
sectioning (Chadwick, 1997). The fear is that if one talks about their experiences this 
will immediately lead to an admission into a psychiatric hospital and/or an increase in
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medication. This fear therefore prevents people from talking about their experiences 
openly and honestly. The problem is that because the symptoms are so diverse, it can 
be difficult to diagnose without observing the client over time in a hospital setting 
when they are experiencing an acute episode. However, this is not always explained 
well enough to clients and their carers, which I think contributes to their tearfulness.
Link et al (1989) identified three possible responses to labelling. Firstly, 
secrecy, whereby the client may decide to keep the diagnosis from friends, relatives 
and employers. Secondly, limiting social interaction to those whom they have trusted 
to tell about the diagnosis and who accept it. Thirdly, the client attempts to educate 
people about their diagnosis in an attempt to minimise stigma. Clearly, we can see 
that the former two responses are linked to fear of rejection and can result in the client 
feeling isolated. As put forward in the introduction, diagnosis of schizophrenia can 
lead to a loss of friends, family, and employment. I remember speaking to a 
gentleman with the diagnosis who had lost his wife and children because he was 
unable to accept his illness, which incorporated violent outbursts. As he found it so 
difficult to accept, he was unable to seek help, leaving his family unable to cope.
Others may hold prejudiced ideas about what schizophrenia is as they do not 
know enough about it or understand. Often people naively think that the label relates 
to the client’s personality, intelligence, and morals rather than just to their illness 
(Jeffiies et al, 1990). Consequently, stigmatised individuals often suffer a loss of 
value and status (Link et al, 1989). This can lower their self-esteem. As Penn et al 
(1994) claim, however, it is not simply the diagnostic label which gives rise to stigma; 
rather it is also the symptoms and signs. I believe that society’s views of 
schizophrenia will change and stigma will decrease with increased knowledge and 
education being provided more widely.
Understanding of schizophrenia remains vague, which in turn will impact on 
how well clients themselves understand their illness (Seeman, 2006). Nevertheless, 
psycho-education has been found to improve the client’s social functioning (Atkinson 
et al, 1996). Providing clients with information about the illness is suggested in 
clinical guidelines for good practice (American Psychiatric Association, 1994). It is 
argued that if individuals are not informed about their diagnosis in an open way then 
they may discover their diagnosis in other more distressing ways, such as when 
reading a letter of correspondence (Atkinson, 1984; cited in Clafferty et al, 2001).
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Consequently, they may not retrieve benefits they are entitled to, such as housing or 
employment benefits (Clafferty et al, 2001). In contrast, informed clients may benefit 
from these entitlements, enhanced knowledge and a better quality of life (Smith et al, 
1992^
The general attitude of the prognosis of schizophrenia is negative (Chadwick, 
1997). It is sometimes difficult for the client to accept that they might not get better. 
However, there are instances reported whereby clients get better. In 1988, Harding et 
al (cited in Chadwick, 1997) conducted a meta-analysis of European research on 
outcome in schizophrenia. The findings revealed that about 50% of schizophrenic 
clients were classed as ‘cured’ or ‘only slightly disabled’. Although it must be 
remembered that this analysis was conducted nearly 20 years ago, it highlights that 
recovery is possible. Furthermore, if clients are provided with hopefulness about 
recovery, this can help to minimise the stigma linked to the diagnostic label of 
schizophrenia (Seeman, 2006). Moreover, the sooner clients are diagnosed, the better 
the reported long-term outcome (NICE, 2002).
Boyle (1996) argues that the label and diagnosis of schizophrenia only serves 
to enable psychiatrists to class themselves as ‘medical professionals’. She raises the 
question about whether the term schizophrenia is a ‘scientific delusion’. In order to 
reduce the stigma associated with schizophrenia then, some authors might argue that 
we should completely abandon the diagnostic label. Chadwick (1997) draws upon his 
own experiences of schizophrenia and explains how it was clear to him that he ^^ was 
suffering from somethin^'' (pp.21) and that a label provided him with some 
understanding about what that ‘thing’ was. Fisher (2000) also maintains that clients 
expect a diagnosis. Furthermore, as Chadwick puts forward, abandoning the label will 
not remove suffering or illness.
There is, however, a general consensus that ‘schizophrenia’ is not a unitary 
illness. Others, therefore, propose that a different conceptualisation of the illness is 
needed. For example, Boyle (1996) maintains that such a conceptualisation needs to 
not only address the inconsistency of behaviour and how that behaviour is embedded 
within the social context, but also to include verbal reports of individual’s 
experiences. I agree that it is impossible to separate behaviour fi-om context and that 
individuals’ experiences are key to improving our knowledge of the illness, however,
I do not agree that a diagnostic label is not in some way useful for the client. From my
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discussions with clients, how relevant the diagnosis was for the individual depended 
on the length of their illness. Initially, for instance, the diagnosis was largely 
unwelcome because clients found it difficult to accept they were unwell, whereas later 
in the course of the illness the client was able to use the diagnosis to make sense of 
some of their experiences.
As some authors (e.g., Katschnig & Simhandl, 1986) have suggested, if we 
view and present diagnoses as hypotheses rather than as valid categories, then it 
becomes possible to incorporate diversity and uniqueness in diagnosis and treatment. 
Indeed, within the DSM-IV it is stated that, ^^ there is no assumption that each 
category o f mental disorder is a completely discrete entity with absolute boundaries 
dividing it from other mental disorders or from no mental disorder (pp. xxii). 
Difficulties arise when professionals refer to the diagnosis as a valid concept. There 
are of course problems of misdiagnosis given that the diagnostic category appears so 
vague. As a result, the NICE (2002) guidelines emphasise the importance of 
encouraging a client to seek a second opinion, particularly if the client does not agree 
with the diagnosis.
We need individuals to share their narratives of symptoms, loss and recovery 
in order to help others to gain a better understanding of their experiences and to give 
other clients optimism about their future. Some individuals may find it helpful to get 
support fi*om others going through a similar experience; for others this will not be 
helpful. Individual wishes should be accepted by all involved in the client’s care. 
Individuals diagnosed with schizophrenia have capacities not just deficits (Chadwick, 
1997). It is vital that these capacities are drawn upon within the diagnosis and not just 
the difficulties, in order that clients are provided with some optimism about the future, 
and control over their survival.
Carer
It is important to consider what factors impact on an individual’s illness. If, for 
instance, a client’s social environment at home is thought to affect their illness and 
ability to cope, then home may not be the best place for them in their recovery. 
Subsequently, the client and others involved in their care have to carefully and 
collaboratively consider where might be the best place for the client to live and who 
might be the best person to care for them. Indeed, family factors have been reported
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to play a role in the onset of schizophrenia (Kavanaugh, 1992). Such findings, 
however, can lead to feelings of guilt and blame within the carer and other family 
members.
Additionally, the relevance of diagnosis from the carer’s viewpoint may 
change throughout the course of the client’s illness. One mother described to me how 
her feelings moved from shock to grief before later arriving at an acceptance of the 
diagnosis. Not everyone will experience the same cycle of feelings but there is some 
consensus that carers’ views about diagnosis go through a similar pattern of change 
(Jeffries ûf/., 1990).
Diagnosis can initially result in the carer feeling hopeless about the situation 
and future. Like clients, carers may suffer from stigma and others’ prejudiced ideas 
about schizophrenia. Carers can become cut off from society and face isolation. They 
too may experience losses -  friends, family, and employment -  as so much of their 
time may become taken up by their caring role and others may reject them because of 
this (Jeffries et al, 1990). Nevertheless, diagnosis may in other ways be helpful to the 
carer and their future outlook. I remember one father of a client on the inpatient ward 
describing his thoughts on his daughter’s diagnosis as a mixture of'‘"relief and shock\ 
He stressed the importance of education and meeting other relatives going through a 
similar experience in order to leam more about the illness and to gain some hope for 
the future. Diagnosis can, therefore, help carers in finding others going through 
similar experiences.
There is evidence to suggest that carers can help individuals with 
schizophrenia to remain well and to gain control over their life following the 
diagnosis (Jones & Tallis, 1994). Support, respect, warmth and acceptance from the 
carer can help the client to re-gain their sense of identity (Chadwick, 1997). If both 
the client and carer accept that the client may not necessarily get better, together they 
can share their worries about the future and encourage each other. Thus, carers can 
help clients to feel less alone.
From my own personal experience of having a family member diagnosed with 
a mental illness, albeit not schizophrenia, I am able to draw upon my family’s views 
about the relevance of diagnosis for both the client and family. After eight years of 
knowing that a member of my family was not well, it was a relief for us all when a 
‘label’ was finally put to this illness. Suddenly the illness became meaningfiil. We
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were able to leam more about it, talk about it as something that "was" rather than as 
something that "could be In many ways, we were able to move on, to do something 
about the illness, as there were now different options for treatment, and as a family we 
were provided with hope for the future. I acknowledge that this may not be the case 
for other clients and carers; however, I think that diagnosis can in many ways be 
helpful and positive. I think this experience probably results in me having quite a 
biased view of diagnosis and influences my main argument throughout this essay. 
Nevertheless, from this experience I am also aware of the importance of remembering 
that this person is still a member of my family and not using the diagnosis as a way of 
defining them and their actions or as seeing them as the same as others with a similar 
diagnosis. While they share some similarities with others, they are also very different 
from these people in many ways and this is also what defines them. Accepting that not 
all the symptoms can be understood by the diagnostic label is also integral to the 
uniqueness of an individual’s and carer’s experience. It is crucial that individuals with 
a diagnosis of schizophrenia are viewed as an individual and that they themselves and 
their behaviour do not become defined merely by this ‘label’ by their carer or indeed 
professionals and others involved in their care.
Importantly, it seems that diagnosis is particularly relevant for carers when 
they are made aware of support networks and carer groups as well as being provided 
with information on the illness (Jeffries et al., 1990). This can help them to try to 
understand the client’s experiences and ways of helping them to survive the illness.
Clinical Psychologist
Diagnosis can help clinical psychologists to think about the client’s difficulties 
and draw upon the relevant evidence-base. Diagnosis often has implications for 
treatment, especially considering the need to deliver evidence-based practice. 
Nevertheless, as argued above, diagnosis as a category should not be viewed as a 
reliable and valid guide to treatment (Chadwick, 1997). In contrast, it should be 
looked upon as a hypothesis. Despite this, the diagnosis may influence the therapeutic 
approach used and guide the practitioner to search up-to-date research on diagnosis 
and treatment. The psychologist is likely to consider CBT approaches as the NICE 
(2002) guidelines state that CBT should be available for people diagnosed with 
schizophrenia. As well as this, family interventions may also be considered, as also
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outlined in the NICE guidelines. The clinical psychologist may consider whether 
family therapy might be useful in helping the client, carer and family members in 
coming to terms with the illness, and what it means to them as a group. Although I 
have come across much negativity about the NICE guidelines on some of my 
placements, I think it is worth remembering that service-users have contributed to the 
development of these guidelines. It is important that we leam about their views and 
incorporate them in practice.
Diagnosis may not only influence theoretical orientation but also ways of 
working alongside the client. For instance, from discussions with my supervisor, 
reading the literature and talking to clients about their own experiences, I have learnt 
the importance of a high emphasis on support. Furthermore, any approach to therapy 
would need to respect the other person’s beliefs and experiences, and also the possible 
psychological necessity of delusions or hallucinations rather than necessarily 
expecting change or extinction of the voice(s). Therapeutic goal may more usefully 
and realistically focus on improved quality of life, and the clinical psychologist may 
need to be able to tolerate that the client’s life may be very different from one’s own.
The clinical psychologist can help clients to see that change is possible no 
matter what their diagnosis. They can also help individuals, including clients and 
carers, to come to terms with accepting they might not get better but help them to see 
how they can survive. Diagnosis and goals of treatment must take into account the 
individual’s symptoms, their goals and needs otherwise clients are not likely to 
engage in psychological treatment.
Personal views on the diagnosis of schizophrenia, and knowledge of the 
illness, may influence whether or not the diagnosis is discussed openly or whether it is 
avoided. If the clinical psychologist has a more positive view of schizophrenia, they 
may be more likely to use the term and talk about it more openly (Jeffries et al,
1990). Research has shown that avoiding discussing diagnosis can unnecessarily 
increase clients’ anxieties (Carstairs et al, 1985). Clafferty and colleagues (2001) 
carried out a postal questionnaire survey of consultant psychiatrists working in 
Scotland exploring whether psychiatrists may contribute to misunderstandings 
surrounding schizophrenia by avoiding discussing the diagnosis with their clients. 
Their findings showed that, of the 76% of psychiatrists that responded, only 59% of 
these stated that they disclosed the diagnosis in the first episode of schizophrenia
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while 89% disclosed in recurrent episodes. Fifteen per cent claimed that they would 
not use the term and instead provided different terminology, including mood disorders 
and anxiety.
I argue that if professionals are unable to speak openly about schizophrenia 
then how can we expect society and individuals with such a diagnosis to discuss their 
illness in an open, honest and safe manner? Moreover, clients have suggested that 
being provided with such terminology has resulted in them feeling confused and 
unable to make sense of their experience (Barker et al, 1996). Although clients will 
differ in their views about whether or not diagnosis is relevant to them, as 
professionals, we need to remain mindful of what we are obliged to tell individuals in 
order that they are provided with the best possible care. Indeed, we have a duty to 
provide service-users with information in an understandable manner (General Medical 
Council, 1998). Thus, it is important that we reflect upon our personal and 
professional views in supervision, and consider how these might influence our work.
In 2006, Duggins and Shaw examined the concept of patient satisfaction in 
clients with a diagnosis of schizophrenia. From the 10 interviews that were conducted, 
many factors were identified by clients to reduce satisfaction. Three of these factors 
included lack of communication with staff, lack of autonomy and a difference 
between their own and the staffs conception of their illness. These factors often left 
clients feeling powerless and alone. From this, I think we can leam the utmost 
importance of not assuming that if the client has a specific diagnosis then we 
automatically know what kind of difficulties they are experiencing and what kind of 
support they require. We must remember that symptoms of schizophrenia and clients’ 
experiences are so varied and unique that we need to listen to the client’s view of their 
illness, leam from this and maintain a non-judgemental stance. Clinical psychologists 
should encourage the client to constmct an account of their experience and what the 
diagnosis means for them. Recent research shows hearers have a relationship with 
their voice (Hayward, 2003). Collaboratively helping clients to see connections 
between their voice and different life events, and working therapeutically to change 
their relationship with their voice (relating therapy) or to socially constmct the 
meaning of their voice may encourage clients to gain more control over the voice and 
their life, even if they do not necessarily agree with the diagnosis. Such work is likely 
to strengthen their resources for coping and self-esteem.
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Service Manager
As a service manager, I expect that diagnosis would be relevant in terms of 
allocating resources appropriately. As outlined in the NICE (2002) guidelines, the 
scope of services required for individuals diagnosed with schizophrenia are diverse, 
and need to be adapted to the individual’s situation and local resources. For instance, 
a service manager would need to consider what staff are needed to provide the client 
with the best possible care. In some cases this may be a clinical psychologist for 
example or a community psychiatric nurse or a social worker, or possibly all of these. 
The service manager would also need to consider what skills and further training 
different professionals may require, and provide the time for staff to attend these 
courses as well as managing their case load. Staff may for instance need training in 
managing violent outbursts, which are commonly reported in individuals with a 
diagnosis of schizophrenia (Jones & Tallis, 1994).
The service manager would also need to ensure that staff were providing the 
best possible in-patient or out-patient treatment both ethically and professionally, 
whereby they are familiar with the up-to-date research on schizophrenia and 
treatment. They should also ensure that families and carers are informed and involved 
as much as possible in diagnosis and treatment.
Clients and their carers should be informed about Assertive Outreach Teams 
(NICE, 2002), who provide intensive care in community settings for individuals 
diagnosed with serious mental health difficulties, like schizophrenia. The different 
services available to clients -  including Community Mental Health Teams, Assertive 
Outreach Teams and Crisis Teams -  should be integrated, monitored and reviewed 
regularly using a Care Programme Approach (CPA). The service manager should also 
be responsible for ensuring that care follows clinical guidelines, by making sure that 
regular audits are in evidence.
Also, the service manager should consider the possibility that the client may 
need long-term input and may not even come off the case load, when allocating 
clients to professionals. The evidence suggests that longer treatments, particularly of 
CBT, are significantly more effective than shorter ones (NICE, 2002). The NICE 
guidelines recommend at least six months’ duration of CBT treatment. This should 
include more than ten planned sessions. Family intervention programmes require a 
similar time frame. Despite these guidelines, clients often require on-going care.
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Therefore, I think it is important to think about trying to allocate the client to a 
professional or professionals who are more likely to be able to offer more long-term 
work. Moreover, the service manager would need to think about funding, and that 
access to help is available in times of crises.
Diversity Issues
It is crucial that as professionals, we consider cultural, gender, religious and 
social class issues when evaluating the relevance of a diagnosis of schizophrenia for 
the client, carer, clinical psychologist and service manager. Different cultures, for 
instance, may have different views about diagnosis. There has been some research to 
suggest that living in a developing rather than a developed country has advantages for 
men and women diagnosed with schizophrenia, however, the authors do not explain 
why this is this case (Mason et al, 1995). Other research has reported cultural 
differences between developed and developing countries. This research suggests that 
while schizophrenia is usually chronic and the onset is gradual in developed countries, 
onset in developing countries tends to be more sudden and briefer, with outcome of 
schizophrenia in developing countries being more positive (Jablensky et al, 1994). 
This may be because there is less stigma associated with the experience. Additionally, 
there are cultural differences in the type of delusions that may occur. Delusions may 
reflect values of a person’s culture (Jablensky et al, 1994). Therefore, it is crucial that 
we leam more about a person’s culture from them and through research so that we are 
better able to understand the client’s experience and what it means for them in their 
culture.
A relationship has been reported between belonging to a lower social class and 
the onset of schizophrenia. However, it is important to point out that such 
surroundings may generate different stresses which may result in schizophrenic 
symptoms (Turner & Wagenfield, 1967; cited in Chadwick, 1997). It is also possible 
that at this time (and possibly today), if someone from a higher socio-economic status 
was diagnosed with schizophrenia then it may have been kept quiet. Nevertheless, as 
Chadwick argues, this research emphasises the significance of accepting that 
schizophrenia is the responsibility of society and that it is not a problem that lies 
within the individual.
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Additionally, different experiences of men and women have been summarised 
by Seeman (1998). For instance, men with schizophrenia are often separated from 
their family and friends while more women than men with schizophrenia have a 
family history of the illness. Women have also been found to show a later onset of the 
illness, milder illness earlier with severity of symptoms increasing towards 
menopause whereas men generally showed an earlier and more severe onset with a 
steady improvement over time. Such research can prompt us to think about how and 
when in the course of the illness we might best be able to support the difference in 
needs between men and women.
Religion may help clients to make sense of their experiences, as illustrated in 
the following quotation: ""From a Christian point o f view, I  try to look at it as 
something spiritual or a spiritual experience ” (Mr. A; cited in Duggins & Shaw,
2006; pp. 144). It is important that clients are enabled to use this personal resource in 
order that they can attempt to understand and come to terms with their experience, 
even if those involved in their care do not agree with the client’s viewpoint. Different 
people will have varying resources and ways of coping; for some this might be 
through their social networks, for others this may be through their religious beliefs. 
What is important is that we, as professionals, leam from this and do not impose our 
beliefs about their diagnosis or illness. We should emphasise and draw upon the 
client’s resources in order to promote recovery; otherwise we may hinder the client’s 
capacity for recovery. This will also help to empower the client and promote 
confidence.
Conclusion
The symptoms of schizophrenia are so varied that it has left some authors 
questioning the usefulness of categorising individuals into this diagnostic group. As 
discussed above, a diagnosis of schizophrenia can be unwelcome by clients, carers 
and professionals mainly due to prejudice, stigma and because it can invalidate a 
client’s experiences. This can result in a loss of status, social support and self-worth. I 
conclude that as a society we need to talk more openly about schizophrenia as an 
illness. If a client and their family are active in educating society about schizophrenia 
and what this means to different individuals, this may help to facilitate society’s
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knowledge and understanding of the illness, and reduce stigma. I do not believe, 
however, that simply abandoning the ‘label’ will eradicate stigma or prejudice.
I believe that diagnosis is relevant if it is viewed and presented as a hypothesis 
rather than as a valid category. By seeing it as a hypothesis, we are able to 
acknowledge that it can be falsified and that not all symptoms as well as experiences 
will necessarily ‘fit’ the diagnostic label. Thus, in this way, we can incorporate 
diversity in diagnosis and treatment. Illness can become meaningful through 
diagnosis, and it can help clients and carers to gain access to various support 
networks.
It is important that we ensure that diagnosis does not become a way of 
defining individuals, their personality and their behaviour. Moreover, diagnosis alone 
should not determine the type of treatment offered to clients. Rather, I emphasise the 
importance of a person-centred approach, in which carers and professionals involved 
in the client’s care are driven by the client’s individual needs, wishes and symptoms. 
Remaining both knowledgeable and curious is key to understanding diagnosis.
Clinical psychologists and clients can collaboratively construct accounts of clients’ 
experiences giving them some meaning and enabling them to gain more control over 
their illness.
Diagnosis can help service managers in allocating resources appropriately and 
ensuring that staff are suitably trained so that clients and carers are provided with 
adequate support. We need to consider the meaning of a client’s experience in terms 
of their gender, culture and religious beliefs, and draw upon clients’ resources to 
promote survival and recovery. Future research should further explore individuals’ 
narratives about their experience in order to improve knowledge of the illness. 
Diagnosis should not only consider shared symptoms, rather it should value the 
richness and diversity in clients’ accounts and experiences in order to promote 
psychological well-being.
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Reflective Account on the Problem Based Learning Exercise ‘The Relationship
to Change’ (Year 1) 
Introduction to the Task
For our first problem based learning (PBL) exercise, we were presented with 
the title ‘The Relationship to Change’, and asked to develop a group presentation 
reflecting on the meaning of change and transition for us, and our future clients. The 
presentations were given to the other Case Discussion Groups (CDG), course team 
members and clinical supervisors. We had six weeks to prepare for the presentations, 
with weekly meetings timetabled, three of which were facilitated by our CDG 
facilitator. Our group initially comprised six people, however, we were informed that 
there would be a new member joining us at some point; this occurred in week three.
The purpose of the exercise was to encourage co-operative team working, 
reflective practice and to enhance transferable, inter-professional skills using a 
problem; ‘The Relationship to Change’. I will reflect upon my initial thoughts and 
feelings about this task and the group process in developing this presentation. I will 
also reflect upon this PBL exercise in light of my clinical practice on placement; 
highlighting the strengths and limitations of our group’s approach. In relation to the 
limitations, I will discuss what I would change with hindsight.
Initial Thoughts and Feelings on the Task
I was quite worried as I was not overly clear about the title or what we had to 
do; the task seemed ambiguous. Various worrying thoughts were going through my 
mind. What i f  Fm the only person in the group that doesn ’t completely understand the 
task? What significant change have I  experienced that others willfind interesting?
My clinical experience was limited and I was concerned that other people would be 
drawing upon their previous clinical work in order to discuss their experiences of 
change. This made me question whether I would fit into the group or be viewed as an 
‘outsider’. At the same time, I was looking forward to the challenge of this new 
exercise and to meeting my new group.
With our facilitator, we thought and talked about our individual experiences of 
change and transformations in our lives. It was interesting to leam that people who 
had lived in non-Westem cultures felt like ‘outsiders’ compared with other group
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members. This surprised me because I had never thought about them as being any 
different to myself or others; I saw everyone as new members of a group. This made 
me realise that I was not alone in worrying about being an ‘outsider’, albeit it for 
different reasons.
The fact that I had not considered these individuals to be any different to 
myself suggested that other people had not viewed me as an outsider for my limited 
clinical experience. I soon discovered that I was not alone in my narrow clinical 
experience and people were interested in my previous work rather than being critical 
or dismissive. This enabled me to feel less anxious and more comfortable with 
discussing my life changes openly with my group. Social psychology research shows 
how presenting people with “superordinate goals” (Brehm & Kassin, 1996, pp. 133) -  
collective goals attained only by collaboration between individuals or groups -  can 
help to bring different people together and diminish their feelings of isolation (see 
Brehm & Kassin, 1996). By presenting us with a shared PBL task, we were able to 
work cohesively, despite our diverse backgrounds, towards a common goal; helping 
us to no longer feel like ‘outsiders’.
Additionally, in the first couple of weeks, I was worried because I felt that one 
or two people in my group were more dominating than others. I feared that they may 
start to take over the presentation and not listen to other people’s ideas. However, as 
we see in the following sections, this did not turn out to be the case.
Our Group’s Approach
We realised that our group’s experiences of change were varied. I was not sure 
how we would be able to incorporate such diversity into a 20-minute presentation. 
Nevertheless, we ended up using this to our advantage. We agreed that it would be 
useful to focus on our personal perceptions of change. An important question that we 
addressed was "how do we orientate ourselves to change?" This question was very 
general and, thus, enabled us to incorporate what each individual felt was an 
important change to them rather than trying to come up with one change that was 
significant to the group.
After developing this general question, I felt that everyone was able to 
contribute to the presentation. As a result, it no longer felt like some individuals were 
trying to dominate the group process. Each member of the group spoke about
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something they felt comfortable talking about and presenting to a large group. Three 
members decided to share a significant change in their life in the form of a narrative. 
The other four of us did not feel comfortable doing this. Consequently, two of us 
narrated throughout the presentation using a power point presentation, one individual 
reflected upon the group process and another member discussed a personal coping 
strategy for change.
My Role within the Group
I introduced the presentation and played the role of the narrator alongside 
another team member. Although I was nervous at first about admitting that I did not 
feel comfortable reading out my personal account of change -  thinking others might 
think badly of me considering that they were willing to share their personal 
experiences - 1 was reassured by my group’s response. I discovered that I was not the 
only one that had felt like that and some of them were pleased that I had volunteered 
as they did not feel comfortable doing this, yet they felt this was an important part of 
the presentation. I felt inspired, respected and a vital asset to the team.
New Member of the Team
Despite always knowing that a new member would be joining our team, I had 
wondered how a new addition to the group might alter the group dynamics. I worried 
that our group cohesion and safety network might be affected by someone new. In 
reality, however, this was not the case. Our new member was interested in our 
approach and willing to fit in. She also respected how personal our accounts were. We 
had agreed that it would be her choice about what role she wanted to play in the 
presentation. I was pleased to leam that she was keen to take part in the narration.
This meant that we could consolidate our ideas on how best to narrate the 
presentation. I think that our group was a good group to join as we were willing to 
work co-operatively by listening to each other’s ideas and providing constmctive 
feedback, without experiencing conflict.
Strengths of our Approach based on Clinical Experience
Looking back, I realise the importance of individuals being able to raise their 
concerns about feeling ‘different’. Since starting placement, I have realised that it is
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crucial to provide clients with the space to raise and explore such worries about 
diversity. One of my clients (Sarah) has recently suggested that she sees herself as an 
‘outsider’ and ‘different’ from the rest of her family because she is the only one with 
mental health difficulties. We are currently exploring what this means to Sarah, how it 
makes her feel and how it is influencing her relationships with others; including our 
therapeutic relationship. Helping individuals to feel understood and appreciated by 
focusing on what they want to focus on, listening to their views, using their own 
words to explain their experiences and allowing them to provide feedback, are crucial 
factors in establishing a collaborative, working relationship (Corrie, 2002; Rodgers,
2002). This is something that I will continue to do both in my clinical practice and 
group work.
Highlighting a client’s strengths can be liberating, and collaboratively 
exploring ways to use these to overcome their difficulties can be inspiring for both 
client and therapist. This was another positive aspect of our presentation; we 
incorporated each individual’s strengths and needs into our approach. Everyone 
contributed what they felt comfortable doing. For instance, some individuals were 
happy to share their personal experiences while others did not feel as safe doing this 
and therefore contributed to the presentation in other ways.
I think that everyone in our group felt involved in producing our presentation. 
Nevertheless, there were times when we felt vulnerable. We discussed how our 
personal accounts of change in week one were different to the accounts we shared 
with each other two weeks later. They were originally far less personal. It was not 
until our safety network developed that we felt able to do this; yet we acknowledged 
how we were able to do this within a couple of weeks. I think this was because no-one 
in our group was judgemental and we all had the opportunity to contribute our ideas. 
Similarly, clients can feel vulnerable when coming to therapy. Their personal 
narratives may be less personal in the assessment and/or first therapy session 
compared with later therapy sessions. Of course, this will depend on the client and 
how safe they feel about sharing their stories with us. In order to help them feel safe, 
it is important to be open about confidentiality issues and the limits of this. In our 
group, respecting one another’s confidentiality was vital to feeling safe. Being 
sensitive to the client’s needs helps them to feel understood (Rodgers, 2002). All
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these factors are crucial in establishing a trusting, therapeutic relationship, which is a 
critical agent of change (Corrie, 2003).
Limitations of our Approach based on Clinical Experience
Despite our presentation incorporating diverse experiences, originally we tried 
to fit one theory to each personal account. Nevertheless, as a group, we discovered 
that this was impossible. Therefore, we began by highlighting the key themes of each 
account and looked at different theories to help us gain a better understanding of 
different experiences. Placement has provided me with a context of seeing how I 
should be led by an individual’s experience rather than by theory, and explore how 
different theories might account for their experience.
Additionally, although we shared the work load equally in our group, and 
usually had a week to do it, there were times when we met and certain members had 
not completed it. Consequently, some people completed their homework during our 
meetings, meaning that our presentation did not progress as much as I would have 
liked. This meant having to organise two extra meetings within the week prior to 
giving the presentation, which I found frustrating. While this has taught me that you 
have to accept that different people work at different paces, since being on placement 
and having to balance my time between clinical and academic work, I have realised 
the importance of time management. With hindsight, I wish I had been more assertive 
when others had not completed their work and explored why they had not done so.
I have found this latter approach useful with one of my clients who was 
struggling with their homework. After exploring this collaboratively, we realised that 
the goals we had set were unrealistic within the time frame. Therefore, we revised 
these by making them more manageable. In future work with clients and colleagues, I 
will be more assertive in relation to time management and negotiate realistic goals 
with others.
Conclusion
This is the first time that I have written a reflective account. From doing this, I 
realise how much I can leam from looking back and evaluating the group process 
based on subsequent clinical practice. From this, I will take forward the following 
ideas: 1. The importance of accepting diversity and working with differences rather 
than just trying to identify similarities. 2. Discussing confidentiality helps to provide a
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trusting space where people feel safe to explore personal issues. 3. Working co­
operatively rather than competitively is crucial to progress and change. 4. Listening to 
one another’s ideas, and providing feedback ensures the establishment and 
maintenance of a collaborative, working relationship. 5. Focusing on people’s 
strengths is liberating, as is allowing them to feel comfortable with their contribution. 
6. Welcoming new members and providing them with choice facilitates their 
involvement. Moreover, this reflection has enabled me to identify both personal and 
group limitations. I will endeavour to improve these by addressing them 
collaboratively in future group work.
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Reflective Account on the Problem Based Learning Exercise on Children and 
People with Learning Disabilities (Year 2) 
Introduction to the Task
For our second problem based learning (PEL) exercise, we were asked to 
consider the following issues -  child protection, domestic violence, poverty, parenting 
and learning difficulties -  in relation to twins who had been placed in short-term 
foster care. The twins were on the child protection register for being at risk of 
emotional abuse and neglect. The mother was described as having ‘mild learning 
disabilities’ and suffering fi*om ‘depression’. The father attended a special needs 
school as a child and had been physically violent towards the mother in firont of the 
children. The couple did not seem to be engaging in recommended parenting classes.
The twins’ guardian wanted us to conduct a full risk assessment, and to 
develop a rehabilitation plan for the children if appropriate, believing that the parents 
could leam to be ‘good enough’ parents. In contrast, the Local Authority wanted to 
place the children for adoption, reporting that the parents were unable to adequately 
care for them. The parents appeared committed to having their children returned to 
them.
This exercise provided each group with the opportunity to work co­
operatively, to develop our refiective-practitioner and transferable skills. Our group 
comprised five trainees on child and adolescent placements and two on placements in 
learning disabilities services as well as a facilitator who had experience with children 
and learning disabilities. I will reflect upon my initial thoughts and feelings about this 
task and how our group approached the exercise. I will identify the strengths and 
weaknesses of our approach in light of subsequent clinical experience, and reflect 
upon any changes that I would make with hindsight.
Initial Thoughts and Feelings on the Task
Initially, I remember questioning to myself how relevant this task was to me as 
I was just starting my child and adolescent placement. The exercise seemed so much 
more relevant to my peers on learning disabilities placements. When I shared my 
thoughts within the group, I discovered that others on child placements felt similar to 
me. I felt relieved to hear this as my worries of being the ""odd one diminished.
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I questioned whether I was in a position to be able to make such an important 
decision about what was in the children’s and parents’ best interests and knowing that 
whatever the decision, it would impact negatively on some people involved. I thought 
about the importance of trying not to let personal feelings interfere in the decision 
process, and how difficult this might be.
Importantly, however, I realised how much easier it was to share these 
worries with my group that I have now known for a year compared with the first PEL 
exercise when we had only just met. This highlighted to me what a safe, trusting 
space we had created for each other.
Our Group’s Approach
In our discussions, it soon became clear that group members were split on 
whether or not the children should permanently go into care. Therefore, we agreed to 
present both views so that everyone’s opinion was taken into account. Our facilitator 
was quite directive and keen to share her views on the task but we were able to listen 
to these, to take them on board but still to devise a presentation unique to our views 
and to what individuals felt comfortable presenting.
We each had a role in the presentation, and presented our views in a television 
news report. Three members of our group acted as the children’s ‘Guardian’, 
‘Advocate’ for the parents and the ‘Social Worker’ involved in the case. Each of these 
was interviewed on video by a ‘Correspondent’. In the ‘live’ news studio, one 
member acted as the ‘news reader’ who interviewed two ‘psychologists’ arguing two 
opposing views in relation to the children’s current and future welfare. We then asked 
the audience to decide whether or not the children should be taken permanently into 
care. We were quite task-focused in our approach which, as reflected upon later, has 
strengths and limitations.
My Role within the Group
After reading some of the relevant literature, I felt quite strongly about 
attempting to devise a rehabilitation plan to support the parents so that the children 
could remain at home. I also did not feel comfortable about being videoed. When we 
discussed this, it became clear that another group member had quite strong views in 
opposition to mine and also preferred to present ‘live’. Consequently, I suggested that
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we acted as two psychologists and presented our opposing ideas to help the audience 
to make a decision after hearing the ‘Guardian’s’, ‘Advocate’s’ and ‘Social Worker’s’ 
views. My contributions seemed to inspire the rest of the group, making me feel 
important and respected.
When we were reflecting upon the PBL experience as a group, some members 
suggested that I am good at raising different opinions which makes them think about 
various issues. They also stated that I was reliable and organised. Their openness to 
my strengths has enabled me to feel more confident at putting forward my opinions 
and hypotheses on placement. I have noticed that I am much more vocal in the 
problem-based learning exercises than in the case discussion sessions. I think this 
reflects that I am quite task-focused and feel more comfortable and less anxious when 
I am able to focus on a task and support my argument with evidence.
Strengths of our Approach based on Clinical Experience
As with our first PBL presentation, we incorporated everyone’s views into our 
presentation. I think we all felt involved. Helping clients as well as their family to feel 
involved and listened to is crucial in establishing a collaborative therapeutic 
relationship, which is a vital aspect of change (Corrie, 2002). Incorporating diversity 
into the presentation encouraged me to see issues in different ways. Integrating 
individuals’ strengths into our presentation and clients’ strengths into treatment can 
also be validating.
We respected each other’s confidentiality around personal experiences 
disclosed, which helped us to feel ‘safe’. Similarly, being clear about confidentiality 
issues in therapy can help clients to feel safe and less vulnerable. Being task-focused 
and organised meant that we had the presentation finished and practiced in time. This 
was helped by the fact that we are quite a cohesive group. Indeed, research suggests 
that cohesive groups are more productive than less cohesive groups (Baron & Kerr,
2003). Organisation is a key skill when training in order to balance time between 
clinical and academic deadlines.
I think that the way in which we approached the task made us realise how 
many professionals are middle-class in their orientation and enabled us to reflect upon 
issues of class and education. We read relevant literature extensively and in doing so 
we considered many important issues, which have helped me to develop my
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professional knowledge and draw upon some of this on placement. These include the 
effects of poverty, neglect and witnessing domestic violence on children’s emotional 
and physical development, the effect of the mother’s mental health on her own and 
children’s well-being (Petterson & Albers, 2001), short- and long-term effects of 
children being taken into care, and attachment theory (Bowlby, 1977). We considered 
the importance of individualised care for clients and families, and explored ways of 
managing risk alongside the family (Vetere & Cooper, 2003).
This work has highlighted the utmost importance of building and maintaining 
a collaborative relationship between clients and professionals. It has highlighted 
advantages of using a narrative approach when working with families on my child 
placement. This approach is helpful in exploring the different stories each individual 
has about their lives and relationships, the effects and meaning of these narratives, 
and the context in which they were created (Morgan, 2000). From a narrative 
perspective, I have considered how stories help us and our clients to create meaning 
and decisions, and how we must remain mindful that these decisions can be 
influenced by ‘dominant stories’ and who holds these.
I believe I have gained personally from this exercise as it has enabled me to be 
more assertive and less anxious in a group situation. I feel better able to trust my own 
thoughts and to express these within a multi-disciplinaiy or group context on 
placement, even if others do not necessarily agree with them.
Limitations of our Approach based on Clinical Experience
Interestingly, for the first time our group experienced some conflict during this 
exercise. Some members, including myself, felt strongly about different issues 
highlighted in this case. However, as the conflict arose, we soon minimised and 
avoided this. Maybe this is because we find it difficult to talk openly about 
disagreements as a group? Perhaps this is because we like to think of ourselves as a 
^group which gets on well’? Nevertheless, I initially thought that the only reason we 
stopped the conflict was because we had to complete the presentation in a limited 
time. Perhaps this also reflects a limitation of myself and others being too task- 
focused, although some authors propose that too much conflict can interfere with the 
PBL task content (Boud & Feletti, 2001).
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Contrastingly, others believed that the conflict was suppressed because they 
felt uncomfortable and ‘attacked’ when airing their views which differed so strongly 
from others’ perspectives. I wonder if I did not feel this way because I am used to 
myself and different members of my family having strong differing opinions and we 
regularly engage in debates about these yet we still get on well. Nevertheless, from 
this I have thought about how clients may feel vulnerable and anxious about 
disclosing their opinions, particularly if they believe them to be controversial and 
thus, may fear being attacked. Trying to get the balance between being honest about 
our opinions, and fearing exclusion can be difficult. It is important to create a non- 
judgemental space for clients and their family whereby they feel safe to disclose 
differing opinions and worries.
I think the exercise provoked some strong personal and perhaps ‘un-politically 
correct’ views on learning disabilities which people felt awkward sharing with others 
for fear of causing offence or indeed of rejection. As a professional on placement and 
in my future career, I might feel tom between being a ‘team player’ and standing up 
for my own, ‘non-consensus’ view. Reflecting on this in Supervision and with peers is 
important. It is also important to consider how, as professionals, we may not be 
helping clients if we are unable to contribute to debates within multi-disciplinary 
teams. Furthermore, we need to remain mindful that sometimes our views can shape 
which literature we read and how that literature is read. It is essential we consider the 
effects of this on our work and our clients.
Together, we need to leam ways of discussing contrasting views openly and 
challenging others without causing offence; a significant challenge of PBL exercises 
(Boud & Feletti, 2001). This is likely to involve taking risks but hopefully we can 
collaboratively support each other in this. As McRoy and Brown (1996) argue, small 
group conflict is an inevitable phase in reaching mutual understanding, which in tum 
leads to more cohesiveness and enhanced problem-solving. Thus, we need to accept 
that some conflict can be positive; it can help us to develop personally and 
professionally, and increase our group’s cohesiveness.
Conclusion
Although I initially questioned the relevance of this task, writing this account 
has enabled me to recognize the usefrilness of this exercise in highlighting issues that
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we are likely to be faced with as practitioners on placement and when qualified. This 
account has facilitated my personal and professional development. Although I feel 
safe within the group to raise different opinions, I must remember that others do not 
necessarily feel the same way. It is important that our group works together and 
supports each other in order that we all feel safe in raising conflicting issues, and 
maintaining a balance between this and fulfilling task content. This account has 
highlighted the importance of using Supervision and our group’s meetings to reflect 
upon personal feelings and ‘non-consensus’ views, and how these might impact on 
the therapeutic relationship, work with clients, and on our relationships and work with 
colleagues. I have also highlighted personal and group limitations, which I will 
venture to explore collaboratively in future group and individual work.
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Reflective Account on the Problem Based Learning Exercise on Working with
Older Adults (Year 3)
Introduction to the Task
Our third problem based learning (PBL) task involved our Case Discussion 
Group (CDG) considering a ‘problem’ pertinent to our third year ‘Older Adults’ 
placement. Subsequently, we write a reflective account discussing our group’s 
approach in light of further clinical experience. The ‘problem’ comprised a 72-year- 
old English-speaking gentleman of Muslim faith, Mr. Khan, whose wife died nine 
months previously. Mr. Khan migrated to the UK firom Pakistan in his thirties. His 
youngest daughter, who lives in the UK, contacted Social Services about her father’s 
health and memory problems. She was “disowned” by the family after marrying a 
European but had contacted her father following her mother’s death. The eldest 
daughter lives in Pakistan with her husband (arranged marriage) and children. Mr. 
Khan was reported to have “fallen out” with the local Muslim community and stopped 
attending the Mosque but practices his faith at home.
Our group comprised four trainees on Specialist placements and two on Older 
Adult placements. begin by reflecting upon my initial thoughts about this task, our 
group’s approach and the addition of a new group member. Subsequently, I discuss 
strengths and limitations of our approach based on further clinical knowledge, and 
consider whether I would change our approach retrospectively.
Initial Thoughts and Feelings on the Task
Initially, I questioned the relevance of the exercise as I was commencing my 
Specialist placement in a health psychology setting with children diagnosed with 
cancer. However, I reflected on my second PBL exercise where I had experienced 
similar anxieties, and remembered how much I had leamt from this and the number of 
skills I transferred from other clinical areas.
Additionally, as I began my placement, which involves working with families 
from varying ethnic backgrounds, I realised how applicable this exercise was to me; 
for example, in considering the impact of culture on individuals’ experiences of
* I write in first person as I believe it enables me to be more reflective and critical in my writing.
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illness and healthcare. I felt inspired to expand my knowledge of this by reading 
relevant literature and felt positive that this exercise enabled me to leam more about 
an area of particular interest to me.
New Group Member
A member of our CDG left at the end of last year^. Consequently, another 
individual (third year trainee) joined us. Despite wondering how the group dynamics 
may change, I do not feel they did in this exercise; potentially because we are a very 
task-focused group and, as we had a ‘problem’ to focus on, we proceeded to do so 
rather than thinking about any process changes.
Nevertheless, it is interesting that we have not discussed this as a group, 
possibly because before starting the PBL exercise, allegations were made around 
bullying within our year group. Although members of our CDG reported that we have 
never felt marginalised within our cohort, it was possible that a new member joined us 
because of feelings of marginalisation. It felt difficult to discuss this, as we did not 
want them to feel ‘put on the spot’.
However, it appeared the new member felt comfortable in adopting a ‘task- 
focused’ approach and perhaps this enabled them to integrate with us. Working 
towards a common goal encouraged us to quickly foster a collective identity (Turner 
& Haslam, 2001). Additionally, as part of training we regularly change placements 
and work with different professionals from varying social, clinical and theoretical 
backgrounds. Thus, I think that as we are familiar with joining different groups or 
teams, we felt comfortable welcoming a new member. Importantly, I do not feel this 
has changed the safety network created by our group, which may be a reflection of 
our personalities and openness as well as the fact that we already knew this 
individual.
Our Group’s Approach
As there were many issues in relation to this referral which we were uncertain 
about, we decided to each take some themes (e.g., acculturation and psychological 
models of bereavement) which seemed applicable and research these areas. We then
 ^Please note that, as I reflected on the loss of a group member in my previous CDG reflective account, 
I will not be reflecting on this here.
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met as a group to discuss our findings. Following this, we considered our approach if 
we were to receive this referral in our service. We agreed that ideally we would gain 
more information fi-om Mr. Khan and significant family members. We were also 
interested to explore the Psychologist’s and Occupational Therapist’s (OT’s) views on 
this referral as it raised both psychological and risk issues.
Thus, we role-played each of these individuals (to our cohort) using character 
monologues focusing on their personal and/or professional views on issues arising 
fi*om this referral. Each monologue highlighted particular themes (e.g., stresses of 
family caregiving, and culture and immigration). Our aim was to highlight dilemmas 
within the referral process when different family members have conflicting 
viewpoints and how we manage this. As we had limited information, we made 
assumptions in our monologues.
My Role within the Group
Some group members wanted to role-play and dress-up as Mr. Khan or a 
family member. In contrast, I was keen to consider cultural variations around grief, 
risk, functional assessments, and the impact of culture on the perception of illness; 
areas pertinent to my current placement and interests. Thus, I adopted the role of a 
‘professional’, the ‘OT’, and thought about Mr. Khan’s situation in relation to the 
relevant literature.
Similar to previous PBL exercises and compared to past CDG sessions, I was 
very vocal in our PBL meetings by raising different opinions and making suggestions 
about ways to incorporate and present our group’s ideas. As suggested before, this 
may be because I feel more comfortable when I can support my views with evidence. 
However, throughout my clinical training, I have realised we do not always have an 
evidence-base to support our views or experiences. Being in my final year of training, 
I notice I trust my own opinions more and feel more confident at presenting these in 
PBL exercises, and on placement. I realise that remaining quiet about my opinions, 
even if I cannot support them with evidence, is unlikely to help my clients.
Strengths of our Approach based on Clinical Experience
Similar to our previous PBL tasks, we distributed roles equally and listened to 
one another’s ideas and concerns, even when they contrasted. Some members of our
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group are more dominant than others but I think we closely monitor this by checking 
that individuals feel their views have been heard. Such an approach is also useful 
when working with families or groups on placement.
There was some group conflict around whether or not we should dress-up and 
whether dressing-up in Indian clothing may cause offence to the audience. However, 
this resulted in an interesting discussion about whether some people’s concerns were 
escalated by recent allegations of bullying. Furthermore, I think that having this 
debate resulted in mutual understanding around what message we wanted to portray. 
Indeed, some authors argue that small group conflict is unavoidable in reaching group 
understanding (McRoy & Brown, 1996). This relates to working with families in 
clinical settings as friction between family members can impact on services and 
therapy, making it difficult for us as therapists to support each family member’s needs 
and agendas. However, conflict is not necessarily a hindrance to the therapeutic 
relationship and, thus, should not be avoided. In her ‘emotionally-focused therapy’ 
work with couples, Johnson (1996) emphasises the importance of containing couples’ 
negative emotions in order to create a safe and trusting therapeutic space which in 
tum provides a positive basis for problem-solving. Johnson suggests we may lose 
cmcial information if we avoid conflict in sessions. As we knew each other better, we 
were able to ‘sit’ with and contain this conflict, and use it to move forward together.
We took a risk in making assumptions about Mr. Khan’s case, although I 
believe the scenario led us to, due to the lack of information provided. Nevertheless, I 
think that being in our third year of training, we felt more comfortable taking risks 
and I notice how much more comfortable we felt sitting with ‘uncertainty’ compared 
with our first PBL exercise. I think this is also tme of myself on placement.
We considered how the PBL scenario impacted on us personally, in relation to 
becoming more independent and moving away from our families. I realise how 
content I feel around care homes, having had grandparents living in care homes and 
knowing that my own parents would rather live in a care home than my siblings and I 
feeling pressurised to live with and care for them individually. This contrasts with 
other people in my group, who stated that they would feel extremely guilty if their 
parents were to move into a care home or had to be permanently cared for by other 
people. This highlights the importance of us being aware of our own vulnerabilities 
and remembering that our personal feelings may differ strongly from others’ in
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similar situations. It is crucial that we monitor this and use Supervision to reflect on 
our beliefs and vulnerabilities.
Limitations of our Approach based on Clinical Experience
Following our presentation, the audience suggested it would have been helpful 
to present the main points on powerpoint. Working with families whose child has a 
chronic illness has also highlighted how writing down key points from the session can 
be helpful to clients, particularly shortly after diagnosis. Such individuals are often 
too overwhelmed to digest new information and, therefore, may benefit from 
information being repeated and written down. With hindsight, I would have provided 
our audience with key points to help to highlight the main issues.
As suggested above, we made assumptions about Mr. Khan’s case. Although 
we used the literature to inform our assumptions, we must remain mindful that no one 
person’s experience will be the same as another and individuals’ experiences may not 
be consistent with the literature. Furthermore, my own White British upbringing has 
impacted on my assumptions and values about family life and growing older. These 
may be very different from Mr. Khan and other clients but are likely to play some role 
in how I view others’ situations; consciously or unconsciously. Thus, I need to 
remember this and ensure that I reflect upon it individually and in Supervision.
Over the course of the PBL tasks, our group has been very task-oriented.
While this has many advantages, it also has potential limitations. Importantly, it 
meant that we focused less on process issues and roles. Literature on group processes 
suggests a team must attain a balance between task and process functions in order to 
reach its potential as a ‘fully functioning’ team (Fairbanks & Torres, 1996). Although 
I think our approach was driven by time limitations and worrying about bullying 
allegations, it indicates how various factors can influence how much we focus on 
process issues within the therapeutic context. Thinking about process within therapy 
and in joint work is crucial to the development of positive, working relationships.
Moreover, we seemed to work more autonomously compared to the past two 
years. I think we need to remain mindful about how time pressures may influence us 
to work individually, and the importance of allowing time for meetings and joint work 
in order to continue to develop professionally as well as to maintain key networks.
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Conclusion
Despite my initial apprehension, this exercise had important links with my 
current clinical experience. This account has highlighted how remaining quiet does 
not always help clients or myself, and how my views are important even if I cannot 
support them with evidence. Allowing conflict can provide a safe space for problem­
solving and lead to mutual understanding. I have become more aware about how I can 
be influenced to make assumptions and how this can have positive and negative 
implications. This account has illustrated the importance of using Supervision to 
reflect upon how my own vulnerabilities, culture and experience can impact on the 
assumptions I make and how I respond to others. Iff were to do this exercise again, I 
would encourage our group to work more collaboratively, and together explore ways 
of making time to reflect upon process issues, which is crucial to our development as 
a ‘fully functioning’ team. I will continue to address our limitations in forthcoming 
group and individual work.
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Case Discussion Group (CDG) Process Account Year 1 Summary
The purpose of the CDGs was to create a safe space within the academic 
programme where trainees’ clinical practice and theoiy-practice links could be 
reflected upon in order to promote learning and development. Our CDG comprised 
one male facilitator and seven female trainees of different cultural backgrounds, ages 
and diverse clinical and research backgrounds. We met fortnightly for one-and-a-half 
hours and each presented cases from our adult mental health placements. The cases 
were discussed from different theoretical frameworks, including cognitive- 
behavioural therapy (CBT), psychodynamic and systemic, although the CBT 
approach was more commonly used.
In this account, I reflected upon my initial feelings of apprehension of the 
CDG process and frustration towards other group members who I felt were more 
domineering than others. However, in relation to my role within the group, I reflected 
on how others’ domineering approach enabled me to remain the passive member of 
the group that I often became in group situations. I discussed how I became able to 
discuss this openly with my group. I reflected on the difficulties and usefulness of 
sharing cases with the group and outlined my personal and professional gains from 
this experience. I critically evaluated our group’s process; highlighting strengths and 
limitations.
Reflecting on the group process enabled me to realise that, even experiences 
that might be deemed negative initially, help us to develop in the long-term. I 
concluded the account with an interest in seeing how the group process and dynamics 
changed over the next year with a new facilitator.
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Case Discussion Group (CDG) Process Account Year 2 Summary
Following on from the first CDG process account, I reflected on my CDG 
experiences in Year Two. We welcomed two new facilitators over the year. Trainees 
were on learning disabilities or child placements. Both facilitators were open to 
discussing cases from a variety of therapeutic models. In addition to discussing cases, 
we explored professional issues from placement and reflected on the group process in 
each session.
I reflected on how we entered the second year as a cohesive group but how the 
group appeared to become less cohesive over the year and explored reasons for this 
using theory on group process. I discussed how I gained confidence to speak out more 
in the group and how I was able to draw upon experience and knowledge to support 
my views. I reflected on my role within the group, others’ views of my role and 
others’ roles. I explored how group dynamics and roles can alter following changes 
within and outside of the group. Various personal and professional gains from the 
group were put forward. I highlighted strengths and limitations of our group’s process 
in relation to my clinical work and experience of multi-disciplinary team working.
In conclusion, I suggested that we needed to leam ways of challenging each 
other. I proposed that group members and clients need to feel their needs are being 
addressed in order to move forward. Finally, I proposed that the facilitator plays a key 
role in group safety and how considering group process is important for development.
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Clinical Dossier
• 5 clinical placement case report summaries.
• 5 clinical placement experience summaries.
Placements
- Adult mental health placement.
- Child and young people placement.
- Learning disabilities placement.
- Advanced competencies placement (paediatric oncology).
- Older people placement.
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Adult Mental Health Case Report 1 Summary
Short-Term Psychodynamic Therapy with a 25-Year-Old Woman Presenting
with Bulimia Nervosa (BN)
Caroline, a 25-year-old, well-educated English speaking woman of white 
British origin, was referred to the Community Mental Health Team (CMHT) by her 
GP for help with bulimia. Caroline was also referred to a specialist service for her 
alcohol consumption. She worked as a supervisor in retail and lived with her 
boyfriend. Her father died one month before referral. When I met with Caroline for an 
assessment, she described feeling obsessed with her weight, appearance and food 
since the age of 15-years. She reported excessive thoughts and feelings of low self- 
esteem. Caroline tried to control such thoughts by drinking excessively. She 
described binge eating and purging three times a day. Caroline’s presenting problems 
were classed as purging type BN (DSM-IV). She was considered to be of low risk 
overall based on a standard risk interview.
I met with Caroline for 12 sessions of short-term psychodynamic therapy; 
exploring early experiences and relationships to see how they might have impacted on 
the presenting symptoms and low self-esteem. I provided Caroline with a ‘secure 
base’ to express difficult feelings about her father and his recent death. Transference 
and countertransference within the therapy aided in providing insight into the 
difficulties, and therapy provided a space to work through these. Although therapy 
remained ongoing, in a review session, Caroline reported that she had gained some 
understanding about how difficult family relationships had impacted on the 
development of the BN. Caroline had reduced her alcohol intake slightly and was 
bingeing and vomiting less frequently (once/day). A critical evaluation of this work 
was provided.
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Adult Mental Health Case Report 2 Summary
Short-Term Cognitive Behavioural Therapy with a 60-Year-OId Gentleman
Presenting with Depression
Eric, a 60-year-old, white British man was referred to the Primary Care Mental 
Health Service (PCMHS) by his GP for help with a “sudden onset” of depression. He 
had experienced previous episodes of depression but no previous therapy. He lived 
with his wife. He had two grown-up children and two young grandchildren.
In the assessment, Eric described a range of depressive symptoms, including 
feeling he had no purpose in life, feeling sad, overwhelmed, worried and guilty about 
past events, hopeless and tearful and reported losing interest in past hobbies. A risk 
assessment revealed low risk. Eric could not identify any triggers for the current 
episode but he recently had to stop working due to health problems and we agreed this 
and his transition in age may have affected his mood. He was applying for jobs but 
was pessimistic about achieving this due to his age. He presented with low self- 
confidence.
We met for six sessions of cognitive-behavioural therapy (CBT). We explored 
how Eric’s negative and worrying thoughts, inactivity and limited social activities 
were likely to be maintaining the depression. We monitored Eric’s activity levels and 
increased these accordingly. We also identified negative and worrying thoughts which 
seemed to be impacting on Eric’s mood and self-esteem, and explored ways of 
challenging these. Socratic questioning aided this process. Following therapy, Eric 
reported feeling less tearful and more self-confident and motivated due to increased 
activity levels. Outcome measures highlighted a significant reduction in 
symptomatology. This work was critically evaluated.
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Child and Young People Case Report Summary
Cognitive-Behavioural Therapy (drawing on some Narrative Therapy 
Techniques) with a 12-year-old Boy Presenting with Anxiety
Thomas, a 12-year-old white British boy, was referred to the Child and 
Adolescent Mental Health Service (CAMHS) by his GP. Thomas was showing some 
obsessive traits and difficult behaviour at school. He was admitted to hospital with 
severe stomach pains, with no identifiable organic cause. It was hypothesised this was 
linked to anxiety. Thomas lived with his re-constituted family (mother, step-father &
5 siblings).
Thomas, his family and I met for an assessment, enabling different views of 
the problem to be considered. Thomas outlined worries around food and school. He 
would check food sell-by-dates for fear of food poisoning. Thomas worried about not 
doing well academically. He described various anxiety symptoms and thoughts, which 
were classified as Generalised Anxiety Disorder (DSM-IV; anxiety assessment 
questionnaires). Possible triggers to the anxiety included starting secondary school, 
his step-mother dying and step-siblings moving in, and his step-siblings contracting a 
stomach bug. Maintaining factors included avoiding school, avoiding eating certain 
foods and rejecting help offered at school.
I met with Thomas for 10 individual sessions of cognitive-behavioural 
therapy (CBT), two review sessions with his family and a social worker and 1 ending 
session alone. The work involved recognising symptoms of anxiety, thought 
challenging, developing coping strategies and contingency management I also drew 
upon narrative techniques to aid the therapeutic process. Although Thomas’ scores on 
the anxiety questionnaires remained statistically significant, self- and family-report 
revealed many positive changes in symptomatology; with the anxiety not impacting 
on daily functioning. A critical evaluation of this work was summarised.
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Learning Disability Case Report Summary
Extended Assessment with a 25-Year-Old Gentleman with a Learning Disability 
to determine his Cognitive and Adaptive Behaviour Skills
Elliot, a 25-year-old white British man with a Learning Disability (LD) and 
diagnosis of Autistic Spectrum Disorder (ASD), was referred to the Community 
Learning Disability Team (CLDT) by his Care Manager for an assessment to 
determine his level of ability and support needs. Elliot hoped to move from his family 
home into supported living. He lived with his mother, father and brother. He worked 
voluntarily to gain work experience.
Elliot wanted to move out of the family home in order to enhance his 
independence. He experienced difficulties understanding the value of money. Elliot 
required a structured routine in order to function appropriately due to the ASD. His 
mother suggested he was capable with support but that he appeared more able than he 
was. No significant risk issues were identified.
The ethical implications of administering psychometric assessments to 
individuals with LD were discussed. Following Elliot’s consent, an initial assessment 
(three sessions) and extended assessment (six sessions) were conducted. Initial 
investigations included social, cognitive and adaptive skills based on self- and 
mother’s report and a nonverbal intellectual ability test (Raven’s Matrices). Extended 
investigations included psychometric testing (four norm-based measures) with Elliot 
individually and a carer’s assessment of Asperger’s syndrome/Autism with Elliot’s 
mother. The results indicated significant difficulties across all domains of intellectual 
ability (Raven’s Matrices; WAJS-III) and suggested competence in many areas of 
Independent Living compared with individuals the same age with a LD (Vineland 
Adaptive Behaviour Scales). Recommendations for future intervention and a critical 
evaluation of this work were provided.
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Advanced Competencies Case Report Summary
Behavioural Therapy with a Five-Year-Old Boy with Leukaemia (and his 
Mother) Presenting with Behavioural Difficulties
Hasan, a five-year-old Asian Indian boy of Hindu faith, was internally referred 
by a Specialist Nurse to the Clinical Psychology department at his local Specialist 
Hospital for behaviour problems at home. Hasan was diagnosed (aged 3) with Acute 
Lymphoblastic Leukaemia (ALL)\ Treatment was due to finish one month later. 
Hasan, an only child, lived with his parents and paternal grandfather. The family 
previously saw a psychologist & social worker around separation anxiety issues. 
English was the family’s second language but they spoke English fluently.
During the assessment session, his father described how the family were 
finding it difficult to manage Hasan’s behaviour. The behaviours described were 
consistent with the criteria for oppositional, non-compliant defiant behaviour (DSM- 
IV). School reported no behavioural problems. Mr. Patel described inconsistent 
parenting strategies between all three adults at home. Consistent with their cultural 
and religious beliefs, Hasan had not been informed about the diagnosis.
It was hypothesised that the difficult behaviour was exacerbated by 
inconsistent parenting techniques, no established behavioural boundaries or limits, 
and no knowledge about reasons for attending hospital. Behaviourally-based 
techniques were drawn upon in order to increase desired behaviour and reduce 
unacceptable behaviour (2 direct & 4 indirect sessions with Hasan and his mother). 
Solution-focused and narrative therapy techniques were also utilised. Although 
therapy remained ongoing, some significant, positive changes in behaviour were 
noted. The psychological and physical impact of a diagnosis of ALL and treatment, as 
well as cultural diversity issues, on the individual and family were reflected on.
 ^ALL is the most common form of childhood cancer (Cancer Research UK, 2004). Standard treatment 
includes chemotherapy and corticosteroids to achieve remission, followed by consolidation and 
maintenance therapy at home, lasting approximately three years for boys.
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Adult Mental Health Placement Experience Year 1 Summary 
Placement Details
Godalming CMHT (Thurs and Fri): 02.11.05-22.09.06; Guildford & Waverley 
PMHT (Ripley; Wed): 02.11.05-26.04.06; Famham Road Hospital Day Treatment 
Centre (Guildford, Wed): 03.05.06-20.09.06.
Experience
• 10 independent therapeutic interventions.
• 26 assessments (including observing Supervisor and other professionals).
• Therapeutic Approach: Short-term psychodynamic therapy and CBT.
• Co-facilitated a CBT group for in-patients (acute ward) on Managing Stress.
• Range of presenting problems -  generalised anxiety, OCD, social anxiety, 
agoraphobia, health anxiety, panic, depression, eating disorders, hearing 
voices, schizophrenia, psychosis, confidence and self-esteem, dual diagnosis 
(mental health problem and alcohol addiction) and self-harm.
® 2 Neuropsychological Assessments.
• Range of ages: 20 -  60 years.
• Range of needs -  mild-to-moderate, moderate-to-severe, acute episode, crisis 
intervention, enduring difficulties, challenging behaviour, memory impairment 
and cognitive difficulties.
• Continuity of care (between community and in-patient wards).
• Range of settings - In-patient, out-patient, community care, day hospital, 
secure settings, CMHT and GP surgeiy.
• Multi-disciplinaiy team working.
® Opportunity to observe and be observed by a Neuropsychologist conducting 
neuropsychological assessments.
® Attendance at team meetings, ward rounds and CPAs.
® Observed Electroconvulsive Therapy (ECT).
® Presenting to the psychology department and MDT.
® Undertook a service-related research project.
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Child and Young People Placement Experience Year 2 Summary 
Placement Details
Chertsey CAMHS, S t Peter’s Hospital: 11.10.06-23.03.07.
Experience
• 7 therapeutic interventions.
• 17 assessments (including observing Supervisor and other professionals).
• Therapeutic approach: CBT and Narrative therapy (also drew upon 
psychodynamic therapy).
• Range of presenting problems -  generalised anxiety, challenging behaviour, 
threat of suicide, PTSD relating to witnessing domestic violence, nocturnal 
enuresis, eating difficulties, depression, anger, behaviour difficulties, attention 
difficulties, ADHD, Asperger’s syndrome. Autism, learning difficulties, poor 
social skills, social communication difficulties and self-harm.
• 3 Neuropsychological assessments.
• School observations.
• Range of ages: 4 - 1 7  years.
• Range of ethnic, cultural, social and religious backgrounds.
• Range of needs -  mild/transitional, moderate-to-severe, enduring difficulties, 
challenging behaviour, speech difficulties, and intellectual difficulties.
• Range of settings - Out-patient, School.
• Direct and Indirect work with families, indirect work with staff.
• Consultation work.
• Multi-disciplinary team working.
• Observed Family Therapy Service and Child Assessment Service for under 
5’s.
« Use of standardised assessment measures and risk assessments.
• Use of therapeutic documents & letters.
• Independent work and joint work with other professionals.
® Attendance at team and psychology team meetings and educational days.
® Presenting to the psychology team.
67 Clinical Placement Summaries
Clinical Dossier
Learning Disabilities Placement Experience Year 2 Summary
Placement Details
Adult Community Learning Disability Team (CLDT), Frimley, 04.04.07-21.09.07.
Experience
• 4 therapeutic interventions.
• 13 assessments (including observing Supervisor and other professionals).
• 2 Neuropsychological assessments and 1 dementia assessment.
• 1 direct staff training around challenging behaviour.
• Therapeutic approach: Integrative (CBT, systemic, psychodynamic).
• Range of presenting problems -  Autism, needs assessments, trauma/PTSD 
related to experience of being raped, anxiety, self-neglect, challenging 
behaviour, loss and bereavement issues, transitional issues, Down’s syndrome 
and difficulties associated with dementia.
• Use of standardised assessment tools & therapeutic letters.
• Range of ages: 18-57 years.
• Range of cultural, social, religious and intellectual backgrounds.
• Range of needs -  mild-to-moderate, moderate-to-severe, enduring difficulties, 
challenging behaviour, memoiy impairment, physical disability and 
intellectual difficulties.
• Direct and indirect work with families and carers.
• Continuity of care (between community and residential/care homes/day 
centres).
• Range of settings -  community care, out-patients, client’s home, day centres, 
residential care and respite services.
• Multi-disciplinary team working.
« Independent work and joint work with other professionals.
• Attendance at team meetings, ward rounds and CPAs.
• Attending peer group psychology Supervision using a systemic reflective 
framework.
• Presenting to the psychology team and staff groups.
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Advanced Competencies Placement Experience Year 3 Summary
Placement Details
Paediatric Oncology, Royal Marsden Hospital, Sutton, 10.10.07-28.03.08.
Experience
• 11 therapeutic interventions.
• 15 assessments (including observing Supervisor and other professionals).
• 2 Neuropsychological assessments with children with brain tumours 
(including cognitive and achievement tests).
• 1 school observation around challenging behaviour and advising staff 
members (school & hospital).
• 1 direct staff training around needle phobia.
• Therapeutic approach: CBT and solution-focused (also drawing upon and 
formulating from systemic and narrative models).
• Range of presenting problems in addition to a diagnosis of cancer- adjustment 
issues, anxiety, needle phobia, OCD, hair pulling, panic, depression, suicidal 
ideation, behavioural difficulties, aggressive behaviour and cognitive 
difficulties.
• Use of standardised assessment tools.
• Range of ages: 6-50+ years (children, siblings, parents & grandparents).
• Range of needs -  mild-to-moderate, moderate-to-severe, enduring difficulties, 
challenging behaviour, memoiy impairment, physical disability and cognitive 
difficulties.
• Direct and indirect work with families, staff and carers from diverse 
backgrounds (age, culture, social, religious and ethnic).
• Telephone consultations.
® Work with parents who have a child with cancer and their own mental health 
issues.
• Continuity of care (between community and in-patient care).
• Range of settings -  community care, out-patient, in-patient and school.
• Multi-disciplinary team working at an ethnically diverse hospital.
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Independent work and joint work with other professionals.
Attendance at team meetings, psycho-social meetings and ward rounds.
Ethical issues and capacity to consent to treatment.
Understanding of intensive treatment (e.g., radiotherapy) experience on the 
individual and the family.
Understanding and experiencing the psychological impact of physical illness 
on the individual and their family.
Presenting to the psycho-social team.
Co-facilitated an ‘end of treatment’ group for parents of children approaching 
the end of cancer treatment (this was co-facilitated by 3 social workers).
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Older People Placement Experience Year 3 Summary 
Placement Details
Elderly CMHT, Famham Road Hospital, Guildford, 09.04.08-26.09.08.
Experience
4 therapeutic interventions.
8 assessments.
3 Neuropsychological assessments.
1 direct staff training around challenging behaviour.
Co-facilitating 2 CBT groups on Anxiety Management (with OT).
Therapeutic approach: CBT and narrative therapy.
Range of presenting problems -  Depression, anxiety, panic, PTSD, trauma, 
relationship difficulties, dementia and cognitive difficulties.
Use of standardised assessment tools.
Risk assessments and use of standard and enhanced CPAs.
Range of ages: 62 -  88 years.
Diverse backgrounds.
Range of needs -  mild-to-moderate, moderate-to-severe, enduring difficulties, 
challenging behaviour, memory impairment, physical disability, hearing 
difficulties and cognitive difficulties.
Direct and indirect work with clients, couples, families and carers.
Staff training and consultation around a behavioural programme in relation to 
challenging behaviour and physical difficulties.
Continuity of care (between community and residential/care homes/day 
centres and hospital wards).
Range of settings -  community care, out-patients, in-patients, client’s home, 
day centres, residential care.
Multi-disciplinary team working.
Independent work and joint work; consultation with other professionals. 
Attendance at psychology team meetings.
Presenting to the multi-disciplinary team.
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Year 1
Written consent to participate in this audit and to write-up this work was provided by
the participants.
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Abstract
Background: The psychology service within this CMHT has a long waiting list 
(6 months) and has been receiving a number of inappropriate referrals within the 
team. New members have also recently joined the team.
Objectives: To 1.) Explore what factors influenced a referral to psychology and 
2.) Investigate team members’ thoughts on the referral process (informal 
discussion within a team meeting); to determine whether any changes to the 
referral process were required.
Method: Nine CMHT members from disciplines other than psychology were 
interviewed at the CMHT base about factors they considered when referring to 
psychology, and their thoughts on the referral process. The data were analysed 
using Content Analysis and compared to some referral criteria devised by the 
psychologists as well as findings from previous literature.
Main Results: The psychologists maintained that diagnosis was not necessarily a 
referral criterion yet, similar to previous research, team members held specific 
beliefs about which problems they considered more suitable for psychological 
intervention. Anxiety-related problems were consistently reported as appropriate 
while psychosis was not believed to be as appropriate. Specific client 
characteristics were considered appropriate. Referral guidelines were suggested to 
be helpful by 67% of participants while joint assessments were favoured by 78%. 
Conclusions: There was general consensus within the team for the establishment 
of joint assessments and referral guidelines. Feedback of the findings to the 
psychology service will enable them to begin to implement these changes and to 
educate their colleagues on appropriate criteria, which may aid in reducing 
inappropriate referrals.
75 SRRP
Research Dossier
Acknowledgements
The author would like to thank both their field and university supervisors for their 
support and guidance throughout the development and writing of this research 
project. Thank you to my university tutor for the time she spent coding four of the 
transcripts in order to assess the inter-rater reliability of the analysis. A special 
thanks to all the members of the CMHT who gave their consent and took the time 
to take part in this study.
76 SRRP
Research Dossier
Introduction
Community Mental Health Teams (CMHTs) are multi-disciplinary and 
function to ensure continuity of secondary care (King, 2001). While primary and 
secondary care psychologists see individuals with similar problems, these problems 
are more extensive, intense, and have been experienced for longer in secondary care 
(Cheston & Cone, 1999). The CMHT of interest is one of four operational bases 
serving approximately 142,000 adults. It provides intervention for those v^th severe 
mental illness (Operational Policy, 2000).
The psychologists at this CMHT have received a number of inappropriate 
referrals from colleagues within the team. This can delay the referral process and may 
result in the development of crisis situations (Riordan & Mockler, 1997). As Riordan 
and Mockler (1997) suggest, problems with access to services within mental health 
care, and the awareness that service-users have of being moved from one professional 
to another, is a crucial issue for the perceived quality of care. This CMHT has also 
recently had new members join the team. Therefore, it is important to ensure that the 
role of services, like psychology, is clear.
Psychology referrals are discussed in weekly team meetings. However, 
sometimes referrals need to be made outside these meetings or people are unable to 
attend meetings. The psychologists were interested in exploring their colleagues’ 
thoughts on this process. Although no written Local Trust or team psychology 
guidelines currently exist, the psychologists have brainstormed some ideas for what 
factors they consider as more appropriate:
• Clients need some:
- ability to think and talk about their problems
- motivation for change
- willingness to take responsibility for change
- commitment to attend therapy sessions.
• Diagnosis alone is not necessarily a criterion for referral.
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• Childhood sexual abuse and/or other adverse life experiences may be helped 
by psychological therapy but this is not always the case.
• Psychometric testing can be undertaken by a psychologist or the client can be 
referred for specialist neuropsychological testing.
The psychologists were interested in exploring what factors other team members 
considered when contemplating a referral to psychology. Previous research reported 
confusion about other team members’ roles within CMHTs (e.g., Morrall, 1995).
Studies also suggest that diagnosis influences the discipline the client is 
referred to. Burton and Ramsden (1994) found that clients with psychosis were less 
likely to be referred to clinical psychology. Clients with the following diagnoses were 
referred to psychology -  anxiety (panic, phobias, OCD^), psychosomatic problems 
and anger management. Other factors considered when referring to psychology 
included risk factors and waiting times. Similarly, Krasnik et al. (1992; cited in 
Hughes et al, 1998) found that GPs did not refer clients with psychosis to psychology 
within a CMHT. Gater and Goldberg (1991) reported that over half of clients referred 
to a psychologist had an anxiety-related problem.
Hughes et al (1996) investigated the role of clinical psychology in the 
allocation process of an adult CMHT using questionnaires. The team rated 
psychology as more likely to accept referrals for OCD and psychosomatic problems. 
Team members thought that psychologists were least likely to accept clients with 
relationship and bereavement problems. Responses were mixed but the majority of the 
team agreed that clients referred to psychology required psychometric testing, formal 
assessment and intensive therapy, and comprised serious, complex or severe 
psychological problems and non-responders to other treatments. Other factors 
considered included requests for psychological therapy, previous contact with the 
psychology service, and waiting times.
This audit aimed to explore whether certain diagnoses or problems were 
considered more appropriate for psychology, and whether specific client 
characteristics determined whether or not a client was referred. The standards used to 
compare these factors against included the criteria noted by the team’s psychologists
 ^Obsessive-compulsive disorder
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and the literature above. We explored whether team members felt specific guidelines, 
more consultation and joint assessments with the psychologists would be helpful. This 
would help the psychologists to identify what change is needed so that they can then 
implement change; thus enabling the fifth stage of Kogan and Redfem’s (1995) 
clinical audit cycle. The author decided to interview each member of the team rather 
than present questionnaires as this allowed them to gain greater depth of 
understanding or explanation.
Research Questions:
1. What diagnostic categories and presenting problems are consistently 
considered appropriate or not appropriate for psychology?
2. What client characteristics are considered or not considered to be appropriate 
for psychology?
3. Do the client characteristics considered appropriate match those criteria 
identified by the psychologists?
4. What are the team’s thoughts on the referral process?
5. Is more consultation required within the team?
6. Are specific referral psychology guidelines believed to be helpful?
7. Are more joint assessments with a psychologist desired within the team?
Method
Participants
Nine participants (7 female) -  one service manager, four Community 
Psychiatric Nurses (CPNs), two Social Workers and two Psychiatrists -  participated 
in the study {Mean Age = 41.75 years, 5!D = 12.19, Range = 27-59 years). All 
participants worked at the CMHT based in an outer-London urban area. Five 
participants identified themselves as White British, three as Black African and one as 
Black British. On average, participants had worked at this CMHT for 40.89 months 
{SD = 51.52, Range = 4-168 months); all except one worked full-time. Two 
participants had an undergraduate degree as their highest qualification; three held a 
diploma whilst four had a postgraduate degree (demographics questionnaire.
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Appendix B). Written consent was obtained before conducting the study (Appendix 
A) and participants had the right to withdraw at any time.
Design and Materials
The study comprised an audit, for which participants completed an interview, 
with the same interviewer, at the CMHT base. Materials included a demographics 
questionnaire, consent form, interview schedule, and a tape-recorder. A semi­
structured interview was conducted to gain an in-depth understanding of participant’s 
beliefs about factors appropriate for psychology and their thoughts on the referral 
process.
The interview schedule (Appendix C) posed four open-ended, interest-driven 
questions. The first asked participants about factors they considered when thinking 
about referring a client to psychology. The second referred to their thoughts on the 
current referral process. The third related to participants’ thoughts about joint 
assessments. A standardised list of prompts was included to ensure consistency across 
interviews. A fourth question provided participants with the opportunity to comment 
on how they found the interview process.
Procedure
Interviews were conducted individually over a period of six weeks. After 
completing the consent form and short demographic questionnaire, participants were 
presented with the interview schedule, which lasted approximately 20-30 minutes. 
Each interview was tape-recorded and transcribed verbatim. The interviews and 
demographic questionnaire were allocated a number rather than a name in order to 
preserve anonymity.
Analysis
Content Analysis (CA) was used to analyse the data. CA enables the analysis 
of rich verbal data in a systematic, objective and quantitative way (Weber, 1990 ).
The aim was to reduce the material into fewer content categories and to determine the 
frequency of occurrence of different categories (Weber, 1990). There are two 
important steps in CA (Richardson, 1996). First, the transcribed verbal data is divided 
into units of meaning (words, phrases, sentences/themes), which result in ‘objects’.
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Secondly, categories are formed, in to which the content of the material can be 
quantified either in terms of ^  a priori ’ categories determined by the research’s 
interests or ‘emergent’ categories established after examining the transcripts. A 
category is a group of words with similar meaning (Weber, 1990). Objects are placed 
in their appropriate categories, and the number of objects is counted (frequency 
count). CA enables the reliability of the coding to be measured fairly easily.
Objects comprised words or phrases which emerged from the interviews 
following transcription. The categories were pre-determined by the research questions 
(see results). The units of meaning or objects were then placed in their appropriate 
categories. Categories were 1.) Mutually exclusive; objects were placed in one 
category or another, and 2.) Exhaustive; all possible objects were included. Four of 
the transcripts were coded independently by a university tutor and an inter-rater 
reliability Kappa co-efficient of 0.98 was attained. This is above the 0.70 level 
recommended by Miles and Huberman (1994).
Results
Nine^ categories were pre-determined by the research questions and interview 
schedule:
1. General Factors considered when referring a Client to Psychology
Professionals’ held mixed views on this (Table 1). Thirty-three per cent of 
participants believed the person was considered rather than the diagnosis, the nature 
and degree of the problem, and whether a specific therapy was required. Twenty-two 
per cent of professionals suggested it was important to consider the waiting list or 
whether other treatments had been tried. Eleven per cent suggested that they 
considered psychology if intensive work was needed, if a client needed psychometric 
testing or if the client requested it.
Please note that each of the first two research questions was split into two categories.
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Table 1: General Factors considered when referring a Client to Psychology
Factor____________________________________________________ Frequency
About person rather than diagnosis 3
Nature of Problem 3
Degree of problem/Problem impacting on daily life 3
Psychological Component to Problem/difficulties don’t fit medical model 2
Specific psychological therapy required (CBT/Psychodynamic) 3
Intensive work required 1
Psychometric testing needed 1
How long client’s had problem 1
Whether other treatments have been tried 2
Resources/waiting list 2
Beyond own expertise 1
Client requests it____________________________________________________ 1
2  Specific Diagnoses/Problems considered appropriate for Psychology
Interestingly, 100% of participants suggested anxiety was appropriate for 
psychology while 78% of them put forward depression (Table 2). Six-seven per cent 
of participants stated that childhood or past events, including abuse, were appropriate.
Table 2: Specific Diagnoses/Problems considered appropriate for Psychology
Problem Frequency
Depression 7
Anxiety (Fears, Phobias, Panic, OCD) 9
Eating Disorder 4
Self-harm 2
Childhood/Past events 6
Relationship/social issues, bereavement 3
Personality Disorder 3
Psychosis 2
Addictions (Alcohol/drugs) 1
PTSD/stress related 2
Disability 2
Self-esteem 1
5. Specific Diagnoses/Problems not considered appropriate for Psychology
Fewer diagnoses were not considered appropriate than were believed to be 
appropriate (Table 3). Just over half of participants stated that they did not consider 
psychosis to be appropriate while 33% of people proposed that bipolar affective 
disorder or mania were not appropriate.
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Table 3: Specific Diagnoses/Problems not considered appropriate for Psychology
Problem Frequency
Psychosis 5
Bipolar Affective Disorder/Mania 3
Dual-diagnosis 1
Substance misuse/drug problems 2
Developmental Disorders 1
Personality Disorder 2
4, Specific Client Characteristics considered appropriate for Psychology
The majority of participants (89%) suggested that clients who were willing to 
engage were more likely to be considered for psychology (Table 4). Fifty-six per cent 
of professionals claimed that the ability to talk about their difficulties was appropriate 
and 44% of participants believed psychological-mindedness was important. Only 22% 
of participants believed the ability to think for the self and motivation were 
appropriate.
Table 4: Specific Client Characteristics considered appropriate for Psychology
Characteristic_______________________________________________ Frequency
Ability to talk about difficulties/engage 5
Insight into difficulties 2
Intelligent 1
Open to other ideas/against a medical approach 1
Ability to think for self/play active role 2
Willingness to engage/feel it’s right time 8
Motivation 2
Tried to repress feelings in past 1
Impaired functioning 1
Psychological-mindedness 4
Reflective 1
5. Specific Client Characteristics not considered appropriate for Psychology
Like diagnoses, fewer characteristics were identified as not being appropriate 
for psychology than were considered appropriate (Table 5). Many participants (78%) 
believed a client was not appropriate if they did not feel ready to address their
83 SRRP
Research Dossier
problem. Thirty-three per cent felt that unwillingness to engage was not appropriate, 
while and 11% referred to a lack of motivation.
Table 5: Specific Client Characteristics not considered appropriate for Psychology
Problem_____________________________  Frequency
Unable to see they have problem/lack insight 2
Not ready/unable to address problem/blocking out problem 7
Believe medication is answer 2
Unwilling to engage/make change 3
Concentration problems/impaired cognitive ability 1
Think psychologist will scrutinise them/afi*aid 2
Aggressive/violent 1
Lack motivation 1
d. General Impression of the Referral Process
All participants believed the current referral process works well, although only 
22% of these stated that it should stay the same (Table 6). One of the most common 
benefits put forward included that they enjoyed talking to the psychologist and other 
professionals. The most common limitation related to the waiting time to speak to a 
psychologist due to work commitments or annual leave.
Table 6: General Impression of Referral Process
Impression Frequency
Works well 9
Positive Process 3
Should stay same 2
Should be different 3
Unsure 4
7. More Consultation with Psychologists Desired
An equal percentage (44%) of participants either wanted or did not want more 
consultation with the psychologists. Of these, 33% suggested that consultation already 
occurs. A benefit^ of consultation was more in-depth discussion about referrals. Time 
constraints were the only limitation mentioned; a view shared by 44% of participants.
See Appendix E for those categories not displayed in the results section.
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Table 7: More Consultation with Psychologist Desired
More Consultation Frequency
Yes 4
No 4
Unsure 1
Consultation already occurs 3
8, Specific Psychology Referral Guidelines Required
Sixty-seven per cent of participants believed specific referral guidelines for 
psychology would be beneficial. Eleven per cent of participants were against this; 
suggesting this was unnecessary; ^Hhe guidelines are already there, they are not 
written out but we understand thenC (transcript 6). The rest were unsure. A benefit 
proposed by 56% of participants was that everyone would have guidance as they felt 
''unclear'' (transcript 4) about this. However, 22% of participants were concerned that 
this would "narrow down people that we can’t...refer" (transcript 5).
Table 8: Specific Psychology Referral Guidelines Required
Guidelines Frequency
Yes 6
No 1
Unsure 2
P. More Joint Assessments with a Psychologist Desired
Table 9 highlights that 78% of participants were in favour of conducting joint 
assessments with a psychologist. Eleven per cent were either against this or unsure.
Table 9: More Joint Assessments with a Psychologist Desired
Joint Assessments Frequency
Yes 7
No 1
Unsure 1
They’re a positive process 4
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Feelings on the Interview Topic
Many participants found it interesting to reflect on the referral process, stating 
that it had enabled them to "highlight" (transcript 2) some issues or concerns with the 
referral process which they had not been able to express previously within the team. 
Others felt it made them aware of how little they know about psychology and "I wish 
Iknew more" (transcript 8).
Discussion
Research Questions
Despite the CMHT’s psychologists stating that diagnosis is not necessarily a 
criterion for referral, like previous researchers (e.g.. Burton & Ramsden, 1994;
Hughes et al., 1996), team members held specific beliefs about which particular 
problems should be referred to psychology (research question 1). Only one-third of 
participants considered the person rather than the diagnosis for referral. Similar to 
Burton and Ramsden’s (1994) and Gater and Goldberg’s (1991) findings, all 
participants believed anxiety problems were more appropriate for psychology. Over 
half of participants suggested depression and problems relating to childhood or past 
events were appropriate. The psychologists also believed this latter problem to be 
appropriate for their service, although they acknowledged this is not always the case.
Fewer diagnoses were considered as not appropriate than were considered 
appropriate. Similar to other researchers (e.g.. Burton & Ramsden, 1994; Krasnik et 
al., 1992), over half of participants did not consider psychosis to be appropriate for 
psychology. Also in line with Burton and Ramsden, a small percentage of 
professionals considered the length of the waiting list when referring to psychology, 
which is currently six months. Unlike Gater and Goldberg’s findings, participants 
believed relationship and bereavement issues were appropriate while the need for 
psychology for psychometric testing and intensive work were not strongly-held 
beliefs. Consistent with Gater and Goldberg, a small percentage of professionals 
considered whether other treatments had been tried.
Consistent with the psychologists’ guidelines in the introductory section, the 
majority of professionals considered willingness to engage as important and over half 
of them suggested that some ability to talk about their difficulties was needed 
(research questions 2 & 3). Just under half of professionals believed psychological­
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mindedness was important; a reported criterion for psychological work (Lemma, 
2003). Unlike the psychologists, only a small percentage of participants believed 
clients required motivation and none explicitly stated that commitment to therapy was 
important. However, a large percentage of professionals thought that if a client was 
not ready to address their problems, then they were not appropriate. Only one 
participant considered a lack of motivation to be inappropriate. However, it is possible 
that other professionals implicitly thought this when stating that motivation was a 
relevant factor. Such an explanation can only be speculated here as participants were 
not probed about this. Together, these findings suggest that particular problems are 
considered either appropriate or not and specific client characteristics were deemed 
appropriate for psychology; some of which matched the psychologists criteria whilst 
others did not.
While all participants thought the referral process works well (research 
question 4), only a small percentage believed it should stay the same. The team was 
equally split on whether or not more consultation with the psychology service should 
occur (research question 5). Interestingly, over half of participants suggested 
psychology referral guidelines would be helpful (research question 6). A couple of 
individuals worried this might “narrow down” the type of clients seen by the 
psychologists. However, it could be argued that this already occurs, given that clients 
appear to be ‘narrowed down’ in terms of their diagnosis. Moreover, the long waiting 
list for psychology and inappropriate referrals suggest a clearer system needs to be 
developed. Given that 67% of other team members believed referral guidelines would 
be beneficial, it seems logical that referral guidelines may be part of this system. 
Another part may relate to joint assessments with psychologists (research question 7), 
which the majority of participants were in favour of.
Service-related Implications
This audit has facilitated the process of feedback about the team’s thoughts on 
the current psychology referral process. It has also encouraged the team’s reflection 
on and awareness of their prioritisation process for referring clients to psychology.
The audit has highlighted general agreement within the team for the need to produce 
psychology referral guidelines and conduct more joint assessments. Guidelines aim to 
ensure that all team members understand what factors are important and help to
87 SRRP
Research Dossier
minimise clients being moved unnecessarily between services. They may also aid in 
reducing the number of inappropriate referrals received within the team. More 
education about diagnosis not being an important factor is paramount so clients are 
not overlooked for purely diagnostic reasons. Once these guidelines are in place, they 
should be reviewed and audited by comparing them with practice. Joint assessments 
with psychologists (and other professionals) also educate colleagues on the role of 
different disciplines.
These findings could also be used to advise other CMHTs within the Local 
Trust on developing guidelines and reducing inappropriate referrals. Additionally, in 
some of the interviews, participants suggested that they were not always clear on the 
relevant referral criteria for other services within the team. Thus, it might be 
important for the team to consider whether referral guidelines for different disciplines 
would be helpful.
Limitations of the Study and Ideas for Future Work
Although participants appeared to hold beliefs about which particular 
diagnoses or problems were appropriate for psychology, it is possible that this 
differed from actual referrals made. Time and word limits did not enable this to be 
explored here; however, future work could investigate this. Some of the prompts in 
the interview schedule may have led participants in some way; for instance, some 
participants may not have identified specific problems as being relevant for 
psychology had they not been prompted. Nevertheless, participants could have said if 
they did not think diagnosis was a specific criterion. The majority of participants put 
forward some diagnoses when asked the first open-ended question. Future interviews 
may attempt to use fewer prompts if possible.
Finally, CA is inherently reductive. It could be argued that CA reduced the 
data too much, resulting in the findings being descriptive rather than explanatory. 
However, CA allowed the research questions to be answered and in turn will provide 
some useful feedback to the psychology service.
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Appendix A: Clinical Audit Cycle
Identify Issue
Monitor Effect of Change Set standards/goals
Implement change Assess/measure quality
Identify change required
Figure 2: Clinical Audit Cycle
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Appendix B: Consent Form
Thank you for agreeing to take part in this interview. As part of my Clinical 
Psychology Doctoral Programme at the University of Surrey, I am conducting an 
audit exploring the team’s views on the current referral process to the psychology 
service within this CMHT. The interview will take approximately 20 minutes and will 
be tape-recorded for transcription. Both the tape-recording and the transcript will be 
confidential. There will be no identification of your name on the tape, in the transcript 
or in the written report. The CMHT being used in this audit and individuals within 
this team will remain anonymous throughout the audit. Individuals will also remain 
anonymous when feeding back the findings to the clinical psychologists and other 
members of the team. Your participation in this audit is voluntary and you have the 
right to withdraw at any time should you wish to do so.
If you have any further questions, please ask before signing the consent form.
Consent
I confirm that I have read and understand the above information about the 
audit, and have had the opportunity to ask any outstanding questions. I 
understand that my participation in this work is voluntary and that I can 
withdraw from it at any time. I agree to take part in the above audit.
NAME OF PARTICIPANT DATE
(BLOCK LETTERS PLEASE)
SIGNATURE
NAME OF RESEARCHER DATE
(BLOCK LETTERS PLEASE)
SIGNATURE
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Appendix C: Demographics Questionnaire
This background information is gathered so that the readers of this project know more 
about the individuals who have participated. This information is confidential; it will 
not be used to identify you in any way. Please complete the following questions:
1. Age.
2. Gender (please circle) Male Female
3. How would you best describe your ethnicity?
Choose one section from (a) to (e) then tick the appropriate box to indicate 
your cultural background.
(a) White
British
Irish
Other, please write in below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian 
Other, please write below
(e) Asian or Asian British
Indian
Pakistani
Bangladeshi
Other, please write below
(d) Black or Black British
Caribbean
African
Other
(e) Chinese or Other ethnic group
Chinese
Other, please write below
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4. What is your highest qualification? (Please tick appropriate answer.)
None __ _
GCSE(s)/ O Level(s)/CSE(s)______ ___
A Level(s) ___
Diploma ___
Degree ___
Postgraduate degree ___
Other (please speeify)..........................................................................
5. Current Occupation........................................................................................
6. Do you work full- or part-time (please include number of hours per week)?
7. How long have you worked for this CMHT?
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Appendix D: Interview Schedule
“Thank you for agreeing to take part in this interview. I would like to talk to you 
about referrals to the psychology service within this CMHT. You will initially be 
asked to complete some background questions before beginning the main interview. If 
there is anything you would like to ask or add at any time please do so”.
(Complete the background questions).
“Thank you for completing that. We will now begin the interview.
1. When you think about referring a client to the psychology service within your 
team, what factors do you take into consideration?
- Do you think that there are any particular diagnostic categories that are 
more suggestive of psychological intervention?
- Are there any particular diagnostic categories that you think are not so 
suggestive of psychological intervention?
- Do you think there are any particular problems that are more 
suggestive of psychologieal intervention?
- Are there any particular problems whieh you think are not so 
suggestive of psyehological intervention?
- What particular client eharacteristics would make you think that they 
are suggestive of psychological intervention?
- What particular client characteristics would make you think that they 
were not so suggestive of psychological intervention?
2. What do you think about the team’s referral process at present?
- Do you think the referral process should stay the same?
- Do you think the referral process should be different? If so, in what 
way?
- Do you think more consultation between the psychology service and 
other members of the team would be beneficial? If yes, in what way 
and why? If no, why?
- Do you think a written set of guidelines would be beneficial? If yes/no 
what makes you say that?
- Have your thoughts about the referral process changed whilst working 
within this team or remained the same?
3. What do you think about joint assessments carried out between yourself and a 
psychologist?
- Do you have any concerns about them/do they have any benefits?
- Do you think more joint assessments should be carried out? If yes/no, 
what makes you say that?
- Have your thoughts about joint assessments changed whilst working 
within this team or remained the same?
4. General:
- Is there anything else you would like to add?
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How did you find the questions? Are there any other questions that you 
would have liked to have been asked?
How do you feel about the topic after taking part in this interview?
General prompts:
What makes you say that?
Can you give me an example/some examples? 
Could you tell me a little more?
Thank you very much for your time”.
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Appendix E: Other Categories not displayed in the Results Section 
Appendix E.l: Benefits of the Current Referral Process
Benefit Frequency
Small team 3
Good communication 2
Verbal process (versus written process) 1
Discuss appropriateness of referrals with psychologists 3
Enjoy talking to psychologist & other professionals 4
Informal advice/feedbaek 3
Supportive 1
Able to discuss complex cases 1
Provide more information than a letter 1
Informal process is faster 1
Team meeting is protected time 1
Structured meeting 1
Appendix E.2: Limitations of the Referral Process
Limitation Frequency
Waiting time due to annual leave 3
Unable to talk to psychologist one-to-one 1
Not enough in-depth conversation about appropriateness of clients 2
Difficult to see psychologist outside meeting 2
Unclear about what factors are/are not appropriate for psychology 1
Process is frustrating 2
Insufficient time in meetings 2
Informal 1
Refer without always thinking why 1
Appendix E.3: Other suggestions for a different Referral Process
Suggestion__________________________________________________ Frequency
Short referral form/letter/more formal approach 3
Dual approach (form & discussion) 1
Informal talk by psychologists about criteria for psychology referrals 1
Meeting for feedback from psychologists’ following psychological assessment 
with a client referred within team 1
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Benefit Frequency
More in-depth/formal discussion about referrals 2
Working in partnership 1
Appendix E.5; Limitations of More Consultation
Limitation Frequency
Time constraints 4
Appendix E.6: Benefits o f Psychology Referral Guidelines
Benefit Frequency
Everyone knows criteria/has guidance 5
Pathways for other options 1
New people entering team 2
Unclear on referral guidelines at present 2
Ensures referrals are appropriate/reduces inappropriate referrals 2
Frees up psychologists’ time 1
Structure 1
Appendix E.7: Concerns about Psychology Referral Guidelines
Concern Frequency
Narrow down which clients psychologists see 2
Some clients seem inappropriate but do a good piece of work 1
Less interaction with team 1
They’re unnecessary 1
Time limits/no time to read them 1
Appendix E.8: Benefits of Joint Assessments
Benefit Frequency
Gives 2 different perspectives 6
If client is challenging 4
Integrate disciplines/more cohesion 2
Educational/Improve practice 4
Cut assessment times/number of visits 1
If client has difficulty engaging 1
Interesting 1
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Appendix E.9: Limitations of Joint Assessments
Limitation__________________________________________________ Frequency
Not enough staff 1
Unclear disciplinary boundaries/nature of roles/someone might take over 2
Insufficient time/prolong session 5
Assessing different things/different focus 1
Difficult/confusing 1
Delay referral process 1
Too much for client 1
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Appendix F: Example of an Interview Transcript
Interview 9
Interviewer: Thank you for agreeing to take part in this interview. I would like to talk 
to you about referrals to the psychology service within this CMHT. You will initially 
be asked to complete some background questions before beginning the interview. If 
there is anything that you would like to ask at any time please do so.
Interviewee: Okay.
Interviewer: Thank you for completing that. We will now begin the interview. When 
you think about referring a client to the psychology service within your team, what 
factors do you take into consideration?
Interviewee: I suppose initially the nature of the problem so I suppose it’s probably 
more to do with clients who present with diffieidties that present with difficulties that 
don’t fit into the medical model i.e. you know the need for medication, people with 
more psychological problems rather than symptoms of a pathology.
Interviewer: Okay.
Interviewee: Yeah, is that okay?
Interviewer: Yeah. And do you think that there are any partieular diagnostic 
categories that are more suggestive of psychological intervention?
Interviewee: Yeah. I suppose to turn that question sort of on its head, I think 
historieally within CMHTs, people who have psychosis are less likely to be referred 
to psychology. Usually in my experience it’s more people who have some diffieulties 
that result from difficult childhood experiences that you refer to psychology like 
abuse or um depression whieh again can be linked to early experienees, um people 
with phobias, um I suppose individuals that really would respond better to a more 
psyehological approach as opposed to medieation and a more medical approach.
Interviewer: Okay, so it sounds like if a client presents with some difficult childhood 
experiences....
Interviewee: Yes, that might be impacting on them and their life. I suppose if 
somebody presents with that during the assessment process or even some time after or 
a long time after the assessment process, there are issues that really aren’t rooted in 
the present, they’re much more rooted in the past but clearly are continuing to cause 
difficulties then I think that that’s when I’d consider referring to psyehology.
Interviewer: Okay, and I know you said that individuals with psychosis are less 
likely to be referred to psychology...
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Interviewee: Yeah...
Interviewer: ...I just wondered if there are any other particular diagnostic categories 
that you think are not so suggestive of psychological intervention?
Interviewee: It’s not necessarily that I think that people with psyehosis are less 
appropriate because I think that there is a lot of work that I think can be done, 
certainly CBT interventions for psychosis but I think that my feeling is that these 
clients are less likely to be referred to psychology...people with psyehosis, people 
with bipolar disorder...um...where I suppose there is some biological imbalance or 
underlying biological sort of problem. These are not necessarily the type of people 
that would be initially felt to be appropriate for psyehological therapy. There are so 
many referrals to psychology and you have to prioritise so it isn’t that anyone is 
neeessarily definitely not suitable for psychology but you have to think about who 
might be most likely to respond to that approach.
Interviewer: Okay.
Interviewee: And I suppose people with personality issues like personally 
disorders...um...do tend to...I think that we...well I tend to think of a psychologieal 
approach rather than sort of a medical approach.
Interviewer: Yeah. Okay, and so you think that there are in particular problems that 
are more suggestive of psychological intervention?
Interviewee: Um...well yeah I mean there are issues around life events such as 
relationship problems, bereavement, personality issues as I’ve said, ehildhood 
problems...um...there’s a whole sort of bit around you know people who suffer with 
OCD, um...eating disorders, um...depression, anxiety, phobias, multiple problems. I 
suppose it is more about, in relation to relationship issues, whether it’s about the 
person’s relationship with themselves or with those people around them that we need 
to then go beneath the surface and I’m not saying that psyehologists are the only 
people qualified to do that but they are usually who we would think about referring 
those people to. I suppose you know as well it can be the very complex elients that 
have multiple problems that you know sometimes lead me...to sort of...to try to tease 
out the various issues you know maybe a condition that needs treatment but that could 
be a result of unresolved issues in their life or the other way round, the condition 
could...so that’s when you have the luxury of a multidisciplinary team. And...But as I 
say, really most clients...you know...I’d be looking to refer apart from I think those 
who...um...those who present with more sort of entrenched psyehosis for whatever 
reason but that’s what happens.
Interviewer: Yeah, okay so that seems to be less suggestive of psychology in your 
experience?
Interviewee: Yeah, in my experience. I mean I know psyehologists who do work 
with psyehosis but at the CMHTs...um...that client group tend not to be referred to 
psychology.
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Interviewer: Okay, and what partieular client characteristics would make you think 
that they were more suggestive of psyehological intervention?
Interviewee: I suppose um some degree of self-awareness...you know insight into 
their own behaviours...um...having said that there are some clients, particularly those 
who are very damaged by childhood abuse, that are very closed to begin with gain 
that right to talk about it so you know I don’t think there’s any one type of client and I 
think you know...a lot of it is very instinctive when you’re with a client...those people 
who you know would benefit or/and are at stage when they are ready to explore things 
on a much more sort of psyehologieal basis...you know looking beneath perhaps their 
presenting issues so as I said there are some people who are either not ready maybe 
because they’re too fragile to sort of undertake that sort of work, and also may seem 
to lack that psychological way of thinking...that psychological mindedness....that you 
just know after a period of time that they’re not going to neeessarily be able to 
actually use the insight and they you know maybe aren’t motivated.
Interviewer: Yeah. Okay, and are there any other particular client characteristics that 
would make you think that they’re not so suggestive of psychologieal intervention?
Interviewee: Um. I suppose those individuals that...um...who for whatever reason 
find it difficult to actually be introspective...you know...to actually sort of think about 
themselves in any other terms than the way they operate if you know what I mean 
...um and also I think there are occasions where you know people are in great distress 
and I guess professionals’ views differ on this one but where there’s elearly, there are 
underlying issues, there are certainly conflicts or whatever going on but it’s not...this 
isn’t the right time in their life you know it may be that those clients...
Interviewer: Uh...ha.
Interviewee: ...like a elient that I’ve just started to see and um she’s been in and out 
of the system if you like, the mental health service, for many years and is only just 
now beginning to talk about her own veiy serious childhood sexual abuse...um...I’m 
sure that was pretty obvious to professionals 5 or 7 years ago but she wasn’t wanting 
to acknowledge it then and now she’s come back and she’s in a much more stable 
plaee in her life and now she’s thinking yeah this is the time and it may be or it may 
not be but eertainly it feels it to her now.
Interviewer: Mmmm. Yeah, so it’s whether or not the client feels ready, it’s not just 
about...
Interviewee: ...it isn’t just about what we think is appropriate...in fact I think the 
most important thing is if and when clients feel ready but you maybe need to spend 
quite a lot of time explaining to them what the process is likely to be, the positives as 
well as some of the sort of...um...you know difficulties around going into intensive 
therapy because you know it isn’t just about us or fitting in with the psychologist...it’s 
about what happens outside of that and I think professionals are responsible for 
looking at all of that before referring to psyehology.
Interviewer: Yeah.
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Interviewee: That people are sort of robust enough. Yeah, that my sort of view but 
that’s not to say that you know that there aren’t some clients that you have to spend a 
lot of time you know trying to get them to look at a different way of approaching their 
problems and you know selling the idea of not just popping pills like antidepressants 
for the rest of their life but there are other things that you know they ean explore so 
um it just it really depends on what the client brings.
Interviewer: Yeah, and what do you think about the team’s referral process to 
psychology at present?
Interviewee: I think that...I mean well I think it works well. It’s fairly informal which 
on one hand is good but on another hand I think maybe we don’t always have enough 
time to think through all the options because we...you know....it is a resouree issues 
and um I think that sometimes it’s very easy to think well we have a psychologist 
therefore, and the psychologist is the only person who can do this work whereas I 
think many of us have skills you know training and have acquired skills that you 
know in the absence of rapid referral to a psychologist we can actually use...and I 
think sometimes...well maybe sometimes I’m too quick to say ‘oh a psychology 
assessment is needed’...instead of thinking well ‘hey, hang on well you know I’ve 
trained in CBT, you know, I can do this’ and I think because the referral process is 
relatively informal and that it sort of tends to remain verbal...um...that we don’t 
always give ourselves time to think through well you know we know if we do make a 
referral there’s going to be a big gap between the assessment and therapy...um...and 
maybe if it was slightly more formal and we had to write out your reasons for 
referring then we might think a bit more rather than just thinking we need to refer this 
now, you know.
Interviewer: Yeah and considering if there is any work you can be doing with the 
client?
Interviewee: yeah, if there’s any work we can be doing with them instead, that’s 
right. I mean you know I think we all do that but I just think that the referral process 
as it stands doesn’t always encourage enough of that (thinking) because we don’t have 
to, if you like, justify our reasons for referring. I’m not saying that we’re being asked 
to justify why we’re referring but justify to ourselves, thinking through why it is 
we’re making the referral and all the issues around that but you know as I say I have 
worked in teams where it has been much more formal where even if you share an 
office with them, you still have to write to the psyehologist and okay sometimes that 
can seem a but tedious, I think there are benefits in doing that just as I say to be 
reflective about why it is you’re making a referral.
Interviewer: Okay, so do you think the referral process should be any different?
Interviewee: Um...I don’t know whether I’d say it should be any different, I think it 
could be, but that’s me sort of sitting on the fence a bit (laughs). I think that I mean I 
tend to sort of talk through a referral anyway with X (psychologist) so I sort of like to 
think that I have you know sorted out you know why this client, why now and my 
expectations of what psychology may be able to do but I think that in general terms
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probably it would be better if there was more sort of indication of maybe from 
psychologists within the team, almost sort of like a criteria for referrals to psyehology 
and I think it’s because we know each other so well and I know sort of how the 
psychologists work in this team that you know I think beeause of the fact we’re a 
small team, that’s why it is a fairly...well...not formal proeess. So in answer to your 
question, yes it could change in terms of maybe having some sort of well like a 
checklist really of what would you know eonstitute form a psyehologist’s point of 
view an appropriate referral....
Interviewer: Mmmm.
Interviewee: ...because I suspect not all referrals are appropriate.
Interviewer: Yeah. Okay, so do you think a written set of guidelines would be 
beneficial?
Interviewee: Yes, I think so, I think so really. As I say, if only to...just to make us all 
stop and think um and also to sort of review our expectations and I suppose you know 
historieally you know psychologists have been asked to work with some people who 
are quite difficult in terms of presenting problems...self-
harm...suicidal....disability...it’s all too easy I think to think ‘oh, well I’ll pass this 
person on because this person hasn’t got schizophrenia or....it sounds like we’re just 
dumping elients and I don’t think that happens but I think there is a danger of that 
happening by having a more sort of word of mouth type referral system.
Interviewer: Yeah, and I guess with a set of guidelines you have something in front 
of you to refer to?
Interviewee: Exactly, if you’re unsure, because not everybody I suspeet necessarily 
has the same sort of view of what psychology is offering in the team you know and 
what particular expertise the psyehologists in the team have...you know beeause that 
also is important...if you don’t have psyehologists that work you know say in a sort of 
CBT way um then you know yes and you know you have somebody that is presenting 
with the sort of problem that you know CBT lends itself to then you would look 
elsewhere or do it yourself if you’re trained.
Interviewer: Yeah. Okay, and do you think that more eonsultation between the 
psychology service and other members of the team would be more beneficial?
Interviewee: I mean we do have a lot of consultation in terms of dialogue. I think 
yeah before a referral or when you’re going through that in your head then some 
eonsultation with the psychologist outside the team meeting may be helpful but also I 
think after assessment, after the psychologist has assessed a client we referred, I think 
that’s where we don’t get the feedback sometimes you know. So if you have you 
know referred inappropriately or whatever, um, the way we deal with referrals in the 
team, doesn’t actually lend itself to that sort of feedbaek...it might be a ease of me 
saying ‘oh by the way, did you see Mrs. Bloggs?’ and ‘oh yes, she’s on the waiting 
list’ or ‘no she didn’t turn up’ and sometimes that’s a little bit sort of um hit and miss 
as to whether you get that information and feedback...and also I think that helps you
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when you’re referring if you getting actual assessment feedback, not so much about 
the presenting problems, rather the appropriateness of the referral.
Interviewer: Yeah. So perhaps something a little bit more formal between the 
psyehologists and members of the team after referral assessments?
Interviewee: Yeah. We’re lueky here because we’ve all got open doors here so we’ll 
wander in and out but very often when you’re wanting you know when you’re 
wanting to sort of talk through something, if there isn’t an allotted time or um...you’ve 
got to wait and then the moment’s gone and really it would be nice to have some more 
structured time.
Interviewer: Okay, and have your thoughts about the referral process changed whilst 
working within this team or remained the same?
Interviewee: Um...they haven’t changed particularly since I’ve been in this team 
because the team I worked with before again was a very small CMHT so we had a 
very close liaison with psychology and you know we had to write referrals and you 
know I have to say that has worked from my point of view well but as I say I don’t 
necessarily know how that’s been for the psychologists...whether all referrals that I 
have made have been appropriate...um and whether really I’ve given them enough 
information before an assessment but really it’s the information behind the works that 
we need to be giving the psychologists...they get the details of the assessment but you 
know very often the reasons for a referral are not necessarily about the facts, they’re 
about the way it’s presented, you know what I mean...and that’s the way I think that a 
referral psychology checklist or whatever would be quite helpful.
Interviewer: Yeah, okay and what do you think about joint assessments carried out 
between yourself and a psychologist?
Interviewee: Yeah, I think that would be very helpfiil for me anyway. I think, I hope, 
it would be helpful for psychologists as well because you know you’re getting...I 
think that joint assessments anyway are very valuable because you know, you can 
miss so much when it’s jus you and the client...um...and you get two different 
perspectives on the information that you gather and I think particularly 'with 
psychologists and say myself...I suppose I sometimes wonder...I mean I can read 
psychology assessment notes....but you know I just winder how different it is to the 
sort of assessment that I do so I think we...well I could certainly leam form doing 
joint assessment with psychologists...yeah...um...and it’s something that we have from 
time to time done but it’s interesting that we tend only to do it with people that we 
know are going to be quite complex or quite challenging and I think we would be 
doing it a lot more if we had the resources but having said I personally think that it 
doesn’t necessarily have to be a resource issue...I think you can make mueh better use 
of an hour or two hours assessing with two people there rather than with just one.
Interviewer: So, it sounds like you think they are a positive process?
Interviewee: Yeah.
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Interviewer: I mean do you have any concerns other concerns about them? I know 
you’ve mentioned resources as an issue.
Interviewee: Well, I don’t have any concerns really about joint assessments with 
psychology apart from the fact that obviously in that there is a resource 
implieation...really I’m talking about maybe possibly the quality of the assessment 
would be better you know maybe it wouldn’t be but you know it could be because in 
joint assessments you’re getting perspectives from two different disciplines but in 
practice I’m not sure how it could work bearing in mind the size of the team and the 
number of referrals we have...um I’m sure it is achievable but there has to be a trade 
off there.
Interviewer: Yeah, okay so do you think that more joint assessments should be 
carried out?
Interviewee: Yeah, I mean I do but obviously the issue of you know how we would 
fit that in would have to be addressed I think, I don’t necessarily think it’s something 
that can just be implemented and there not be some sort of knoek on 
effects....although thinking about it and thinking it through in my head, I mean it’s not 
eveiy assessment that’s going to be a joint assessment, I guess it’s those individuals 
that are referred to us where there does seem to be, just on the information given, 
there is a strong sort of psychological component if you like to the problem, yeah, I 
don’t think that would be too difficult to do.
Interviewer: Okay, and have you thoughts about joint assessments ehanged whilst 
working within this team or remained the same?
Interviewee: No, they’ve remained the same. I’ve always preferred to do joint 
assessments.
Interviewer: Okay, and is there anything else that you’d like to add?
Interviewee: Um...no except to know what this information will be used for.
[Interviewer explained the purpose of the interview, as summarised on the eonsent 
form given to the participant at the beginning of the interview. I also clarified that the 
findings of the audit would be fed back to the team by me in the team meeting].
Interviewer: Now that I’ve asked you about this topie, how do you feel about it?
Interviewee: Yeah, I mean it’s interesting. It does make you think and has made me 
sort of think about how it’s very easy in a way to refer to psychology without maybe 
really looking at what else is around or you know sometimes sort of rationalising your 
referrals. Sometimes, all this time I spend care co-ordinating can be detriment to the 
amount of clinical time I have and sometimes I sort of forget that as well and think 
that I can refer a client to the psychologist because I’m too busy care co-ordinating 
and organising CPAs um...so I think sometimes that is a reality and sometimes I think 
it’s just too easy to refer on. Yeah so it’s good food for thought and I really do think 
that some sort of guidance for psychology referrals would be helpful because
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whiehever way you put it, psychology is a very small resource and is sometimes 
difficult to access...so we have to use the resource the best we can.
Interviewer: Okay, well thank you for your time.
Interviewee: Okay, you’re very welcome.
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Young Adults’ Attitudes towards the 2005 Change in Licensing Drinking Laws
Background: In November 2005, a new regime for the licensing of the sale and 
supply of alcohol was operationalised. A key measure of the act was the scope for 
flexible opening times for licensed premises, with the potential for up to twenty-four- 
hour opening seven days a week. The priority in introducing this legislation was to 
promote change in drinking behaviour, with a rationale that reducing restrictions in 
the availability of alcohol would lead to parallel reductions in binge-drinking.
Objectives: This project sought to explore young people’s attitudes towards the 
legislative change, and how they felt these had remained or shifted over the first few 
months of its implementation, with reference to the Government’s rationale for 
legislative change.
Method: Six participants were interviewed about their attitudes towards the change in 
licensing drinking laws. The data was analysed using Interpretative Phenomenological 
Analysis (IPA).
Results: Participants’ thoughts and feelings were linked to perceived behavioural 
changes in themselves and others. Although potential concerns about the changes 
were highlighted, overall experiences and future outlook were positive. In relation to 
the Government’s justifications for the changes, many of the respondents believed 
binge-drinking would be reduced and suggested this would have a positive effect on 
crime and disorder.
Conclusions: Participants in this study agreed with the Government’s proposition that 
more relaxed drinking laws would positively affect crime and disorder. The 
respondents’ attitudes to the law change suggested it was positive affecting binge- 
drinking; one of the main aims for the change. The implications of these findings were 
discussed.
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Abstract
Background: Researchers suggest that the choice to enter a career in the helping 
professions is influenced by individuals’ childhood care-giving experiences.
However, relatively few studies to date have explored the motivations for child care­
givers to choose clinical psychology as a career. Furthermore, previous research in 
this area has focused predominantly on the negative impact of experiencing family 
illness/disability and care-giving in childhood.
Objectives: To explore trainee clinical psychologists’ perceptions of growing up with 
a family member with a long-term (four years or more) illness/disability and their 
views on how this may have influenced their career choice.
Method: 10 trainee clinical psychologists from three different universities 
participated. Each trainee had experience of living with a family member with a long­
term physical or mental illness/disability. A qualitative study was carried out utilising 
Grounded Theoiy.
Main Results: Trainees with a histoiy of family illness/disability viewed their 
experience as a normal part of growing up and developed various strategies to 
enhance coping. They described how their experience had a perceived ongoing 
influence on their sense of self and shaped their identity. Overall, participants 
constructed positive stories of their experience, although some negative implications 
were also put forward. Participants suggested that exposure to family illness/disability 
was an important influence in career choice. They described bringing a range of 
professional qualities and specific clinical interests to the profession, developed from 
their childhood experience.
Conclusion: Although much of the research in this area has predominantly focused 
on the negative implications of experiencing family illness/disability, these results 
suggest there are also positive aspects associated with this experience. The findings 
propose that exposure to long-term family illness/disability and childhood care-giving 
experiences are key influences in choosing to enter clinical psychology training. The 
results suggest that family circumstances may play a crucial role in shaping 
professional ambitions and fiilfilment in a clinical psychology career. The 
implications of these findings for practice are discussed.
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1: Introduction
1.1: Young Carers
‘Young carers’ refer to children and adolescents under the age of 18 whose 
lives are influenced by a family member requiring some sort of daily care, assistance 
or support due to long-term illness, disability, chronic condition or language 
impediments (Dearden & Becker, 2000; Dearden et a l, 1995; Young Carers Initiative 
Niagara, YCIN, 2003). The tasks undertaken are often considered inappropriate for 
the child’s age and abilities (Dearden & Becker, 2000). Family members include 
parents, siblings, grandparents, aunts and/or uncles. Conditions include various 
illnesses and disabilities, such as brain injury, dementia, multiple sclerosis,
Parkinson’s disease, cancer, mental illness, substance abuse, developmental 
disabilities, autism and language problems as well as family divorce or death of a 
parent.
Young carers may be a sole carer -  where the child takes on primary 
responsibility for a family member in the absence of an able adult -  a supportive carer 
-  whereby the child assists an able, primary adult care-giver -  or a sibling carer -  
when the child takes on caring responsibilities for a sibling as the caring adult is 
unable to manage alone (Frank, 1995). Tasks include practical, physical and 
emotional support (Frank, 1995). The literature indicates that practical and physical 
support are more likely to be undertaken by children who have a family member with 
physical disabilities whereas emotional care is more likely to be offered by children 
with a relative experiencing a mental health issue (Docking, 2002).
Young carers were first recognised in the 1995 ‘Carers (Recognition and 
Services) Act’ in the UK (Department of Health, 1996). This Act states that young 
carers can receive an assessment of their separate needs when the care recipient is 
being assessed for services (Dearden & Becker, 1998). Although not a homogenous 
group, there are similarities between their experiences and needs. Identifying such 
needs, and establishing young carer’s projects, has been a significant development for 
young carers. Lack of adequate support and inequality in the support provided for 
unwell parents can lead to exacerbated disablement and thus increased dependence on 
their children (Morris, 1993).
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In terms of prevalence, a 2001 census revealed 175,000 young carers in the 
UK (HM Government, 2001). This number was much greater than that predicted 
based on previous estimates and included only young carers who reported undertaking 
a substantial amount of care regularly (Banks et al., 2002; Dearden & Becker, 2004). 
Previous predictions ranged from 20,000 to 50,000 (Banks et ah, 2002). These 
conflicting statistics may reflect young carers’ unwillingness to or fear of identifying 
their familial roles to the public. This difference may also be explained by the 
discrepancy in definitions put forward to describe a ‘young carer’, as the literature 
lacks a standard definition (Gays, 2000). Seddon et al. (2001) reported that local 
authority definitions ranged from very broad to very specific. While earlier definitions 
identified young carers by the ‘amount’ of care they undertook (Carers [Recognition 
and Services] Act, 1995), more recent definitions also include the ‘negative impact’ of 
care-giving, suggesting that the carer’s life is ‘restricted’ by having such a 
responsibility (Carers National Association, now Carers UK, 1998).
Dearden and Becker (1998) suggest that common to all definitions of a ‘young 
carer’ is the child’s involvement in ‘significant’ or ‘substantial’ caring tasks, however, 
there is no consensus on what constitutes a ‘substantial’ amount. Thus, the reported 
prevalence rates are likely to be affected by this ambiguity. While it was possible that 
different individuals may fall into one or more of these definitions of ‘young carer’, it 
was also possible that some individuals did not necessarily fulfil the above criteria 
despite experiencing family illness or disability, although they may have taken on 
some kind of ‘caring’ role in relation to a parent, sibling or themselves. Consequently, 
the terms ‘care-giving’ or ‘caring tasks’ rather than ‘young carer’ were used in the 
present study. The present research explored individuals’ experiences, understandings 
and perceived implications of growing up with a family member with a long-term 
illness or disability and their views on how this may have influenced their choice of 
career.
1.2: Early Experiences of Professional Carers
It has been proposed that people’s choice to enter a career in the helping 
professions is often influenced by their childhood experiences. For instance, Phillips 
(1997) compared childhood experiences of 115 nursing students with those of a 
random group (N=97) not working in healthcare (business studies undergraduates and
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a range of non-editorial employees from a newspaper office) using a questionnaire 
design. Phillips reported that a statistically significantly higher number of student 
nurses described a variety of challenging circumstances in their early lives compared 
to those not working in healthcare, including the death or long-term illness of a 
parent, divorce, and a major family accident. In support of this. Lackey and Gates 
(2001) reported that half of the female adult participants in their study of 51 former 
child care-givers (aged 19-68) chose caring or helping careers. Phillips (1997) 
suggests increased contact with family illness or disability during childhood gives 
these individuals an insight into the kind of work nurses and other health care 
professionals are involved in.
However, Phillips’ study may be criticised due to the small number of 
questions (14) presented on the questionnaire and lack of clarity of these questions. 
For instance, participants were asked whether their main carer had experienced a 
long-term mental or physical illness yet the researchers did not clarify what they 
meant by long-term or whether individuals lived with their main care-giver. Living 
with the main carer may have resulted in greater exposure to illness or disability 
compared with someone who did not live with their main carer. Additionally, the 
control group were not matched according to demographics like age, social class or 
education. While Lackey and Gates’ (2001) study showed that half of participants’ 
career choice may have been influenced by early caring experiences, it also suggests 
that the other half of participants did not enter a helping profession, suggesting this 
influence was not particularly strong.
Nevertheless, in support of Phillips (1997), in a qualitative study with 60 
young people with experience of care-giving in childhood (aged 16-25 years), 
participants suggested this early experience strongly influenced their job choice 
(Dearden and Becker, 2000). The ‘desire’ to choose a career in the caring professions 
was suggested to be influenced by the skills developed through caring, assisting and 
supporting (emotionally and physically) a long-term unwell or disabled parent.
Theoiy around motivations for career choice in the general population (i.e., including 
non-caregivers) is discussed further in the next section.
An association between child care-giving and career choice was also reported 
in two studies conducted in the 1980’s. Firstly, Lackie (1983) found that two-thirds of 
a large sample of social workers (N=1577) reported histories of care-taking roles.
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Some positive aspects of this experience included that participants felt their 
experience had cultivated their care-giving skills and facilitated their sensitivity to 
others’ needs. In contrast, an important negative aspect put forward was that such an 
experience hampered the individual in being an ‘objective’ professional. Secondly, in 
comparing two matched groups of graduate students. Sessions (1986) found that 
graduate psychology students gained higher scores on parentification (reversal of 
parent and child roles) measures than engineering students, suggesting a link between 
early experience and later caring career interests.
Further research has explored the early experiences of psychotherapists and 
other professional groups (e.g.. Burton, 1994; Fussell & Bonney, 1990). Fussell and 
Bonney found a higher incidence of childhood trauma and emotional deprivation in 
psychotherapists’ backgrounds than physicists’. Psychotherapists were also more 
likely to experience more parent-child role inversion and reported taking on the role 
of the care-giver as a child. Thus, it is possible that such experiences may motivate 
individuals to work as psychotherapists.
1.3: Motivations for Career Choice
Research investigating motivations for career choice suggests that the social 
and cultural context of the family is highly influential in how young people leam 
about careers and in their career choice decision-making process (e.g.. Ferry, 2006). 
Ginzburg and colleagues’ (1951) career choice theoiy described this decision as a 
process taking place over many years, whereby early ambitions are mediated by more 
realistic decisions as an individual gains experience and discovers their own 
competencies in conjunction with their knowledge of the competing job market. 
Family background and circumstances are a crucial mediating variable. Final career 
decisions are made by compromising between personal interests, abilities, experiences 
and available employment opportunities.
More recently, Holland (1973,1997) has put forward a theory of career 
choice. This posits that an individual’s personality is synchronised with a well-suited 
working environment, which Holland argues guides career choice, achievement and 
fulfilment. He suggests individuals choose careers where they are able to work with 
people who are similar to themselves and with whom they can identify. In this way, 
young people who experience family illness and disability as they grow up may want
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to be around others with similar experiences or may identify with others who took on 
similar caring roles as a child.
Social Identity Theory (Tajfel, 1982; Turner, 1987) may also help to explain 
why young individuals experiencing family illness or disability are influenced to later 
enter healthcare professions. According to Social Identity Theoiy, people endeavour 
to enhance their self-esteem, which comprises two elements: Personal identity and 
social identities. Individuals increase their self-esteem through personal and group 
achievements. As they grow up, young people exposed to family illness or disability 
may take on and identify with certain roles, including ‘caring’ responsibilities. In 
order to enhance their self-esteem, they may be motivated to enter a career in which 
they maintain their identity as a ‘carer’ and are around others with similar identities or 
desires to ‘help’ others. Holland (1997) additionally proposes that individuals who 
choose working environments similar to their personality type tend to be more 
successful and satisfied, raising the possibility that those who identify themselves as 
young ‘helpers’ are more satisfied in careers where they are able to maintain this 
identity in adulthood.
Similarly, Chen (1997) found an individual’s ability was not only influential in 
individuals’ choice of career but the context in which they lived and were brought up 
also played a key role. Soethout and colleagues (2004) discovered many motivations 
in the choice to enter a medical career. However, the main influences included 
enthusiasm, self-appraisal of skills, human interest and domestic circumstances. 
Additionally, working experience in healthcare was one of the main prior experience 
characteristics linked with medical career choice. The author of this thesis suggests 
the experience of growing up with a family member with a long-term illness or 
disability may enhance an individual’s motivation and enthusiasm in working in a 
healthcare profession and may enable them to further their skills in this area of work. 
On the other hand, the author also acknowledges the possibility that this experience 
may motivate some individuals to stray away from the helping professions; with them 
wanting to work in a veiy different occupation.
Newman and Newman (2006) suggest career choice is determined by six 
major influences: Individual, psycho-emotional, socio-economic, societal, familial 
and situational. While O’Neil and colleagues (1980) maintain that familial, societal 
and socio-economic influences have veiy little or no impact on career choice.
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Newman and Newman argue that family factors play a crucial part in shaping career 
ambitions and goals. Tillett (2003) maintains that career motivations are influenced by 
both conscious and unconscious influences. He proposes that early experience of 
family illness may be an unconscious drive to enter the helping professions. Together, 
the research suggests that, while there may be multiple motivations for individuals’ 
decisions regarding future careers, the experiences and learning opportunities young 
people are faced with at home whilst growing up, are instrumental in later career 
choice.
1.4: The Impact of Experiencing Family Illness or Disability in 
Childhood
1.4.1: Negative Implications
Much of the research investigating the impact of experiencing family illness or 
disability in childhood has looked at the negative implications. For instance, Aldridge 
and Becker (1993b) noted decreased attendance at school and raised concerns this was 
likely to reduce opportunities for employed work. Indeed, researchers (e.g., Dearden 
& Becker, 2000) have found a lack of formal qualifications to be a difficulty faced by 
young carers (aged 16-25 years) of unwell or disabled parents. Such families (N=60) 
received no or little social care services and were often classed as financially unstable 
and half of the young carers lived in lone-parent families. Others suggest such 
individuals often lose their childhood as they are required to grow up quickly and are 
depicted as being both socially and physically isolated (Banks et a l, 2001). These 
children may lack time to engage in social activities or be too embarrassed to invite 
friends home (Docking, 2002; Seddon et a l, 2001). Research suggests isolation 
increases individuals’ risk of developing mental health difficulties, such as anxiety, 
stress and depression (Dearden & Becker, 2000). Frank (1995) reported that many 
children were overly anxious or worried about their unwell family member or about 
the able parent’s ability to cope. Some researchers (e.g., Dearden & Becker, 1995) 
proposed that some children felt resentful for this experience because they felt they 
had no choice but to take on these roles.
Further negative implications of child care-giving were reported in a two-year 
longitudinal study conducted by the Young Carers Research Group (Aldridge &
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Becker, 2003). They explored the experiences and needs of 40 children caring for a 
parent with a mental illness. Some negative findings were described, such as children 
worrying about their parent’s well-being short-term as well as long-term. Some 
researchers propose that worry and anxiety can lead to later mental health problems 
(Bibby & Becker, 2000; Cree, 2003). Difficulties in adulthood reported in former 
young carers included anger and overwhelming guilt (Frank et al, 1999). Some 
authors advocate that children of physically unwell parents display fewer difficulties 
than those of mentally unwell parents (e.g., Jurkovic et a l, 1991). Others argue that 
this is determined by the extent of physical impairment or severity of the illness, with 
greater impairment (Howes et al, 1994) or a more severe illness (Aldridge & Becker, 
1993) increasing the amount of responsibility placed on them; thus increasing the 
likelihood of adjustment difficulties. Together, the findings raise the concern that 
experiencing family illness or disability makes young people’s lives stressful; 
subsequently impacting on their later achievements in life and career choices 
(Dearden & Becker, 2000).
Some researchers have proposed that individuals’ perceptions of the impact of 
family illness or disability may be determined by the amount of familial support they 
receive. Certainly, in Toporas’ (2003) study of Canadian adult former carers, families 
describing themselves as having stronger relationships reported fewer negative 
memories than those reporting weaker family bonds. Other circumstances have also 
been reported to significantly moderate the effects of family illness or disability. For 
example, parent-child relationships and features of the family environment have been 
shown to be important in adolescents’ adjustment to family illness (Houck et al, 
2007). Increased family cohesion and less conflict have been linked to fewer 
behavioural, emotional and academic difficulties in adolescents living with a parent 
with cancer (Harris & Zakowski, 2003), rheumatoid arthritis (Hirsch et al, 1985), and 
HIV (Armistead et a l, 1997). Good parent-adolescent communication was associated 
with a range of areas of adolescent adjustment, such as increased self-esteem and life 
satisfaction and fewer depressive symptoms (Ackard et ah, 2006; Jackson et ah,
1998). Newman (2002) argues that worries in relation to young carers are more 
associated with poverty or social exclusion, which are not necessarily the result of 
having a disabled or unwell parent.
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Recently, Houck et al. (2007) examined the psychological adjustment of 
adolescents living with a chronically ill parent. Adolescents and both their well and 
unwell parents from 38 families were given questionnaires investigating 
psychological symptoms (including post-traumatic stress disorder [PTSD] symptoms) 
and parent-adolescent communication. Although many adolescents suffered clinically 
significant PTSD symptoms, enhanced quality of communication with well parents 
was associated with less severe psychological symptoms. Thus it seems, while many 
negative implications of growing up with family illness or disability have been 
reported, such implications may be reduced by the presence of other positive 
influences.
1.4.2: Concerns about Child Carers Entering Caring Professions and Counter­
arguments for these
The literature raises numerous concerns about child carers entering caring 
professions, suggesting this is not necessarily a ‘healthy’ choice. For instance. Lackey 
and Gates (2001) argue that experiences of care-giving or family illness in childhood 
push individuals into entering a career in the helping professions in adulthood, 
restricting them from making other career choices or from achieving their potential. 
An additional concern includes young caring resulting in ‘compulsive care-giving’ 
(Bowlby, 1977), the ‘helping profession syndrome’ (Milan, 1979) or the ‘care-taking 
syndrome’ (Valleau et a l, 1995), whereby an individual engages in close 
relationships but always in the role of a care-giver and never as a receiver. Young 
carers entering caring professions in adulthood may be an example of compulsive 
care-giving (Frank et a l, 1999). Lief (1971) reported that at least one-third of medical 
students’ career choice was motivated by unconscious, unresolved childhood 
conflicts. Authors have argued that the choice to enter a healthcare career may act as a 
defence against feelings of anxiety associated with the experience of family illness or 
death of a family member (e.g., Feifel et a l, 1967; Gabbard, 1985). Jacobs (1991) put 
forward the term ‘constructive vengeance’ to describe how many health professionals’ 
career choice is motivated by a desire to repair past events. In response to this, 
researchers have suggested such individuals place themselves at an increased risk of 
suffering work-related stress (Tillett, 2003).
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There is some counter-evidence in the literature on young care-giving to 
Bowlby’s proposals. For example, Jaeger et al. (2000) investigated the utility of 
attachment theory for explaining socio-economic outcomes in adult daughters of 
alcoholic fathers. They hypothesised that this group of participants would have more 
insecure attachment organisations than a matched group of daughters of non-alcoholic 
parents and that the former group would report feeling more inclined towards 
compulsive care-giving than the latter group. Twenty-six college students from each 
group were presented with the Adult Attachment Interview and a questionnaire 
exploring characteristics of compulsive care-giving. Consistent with their first 
hypothesis, daughters of alcoholic fathers had less secure attachment organisations 
than the control group. Interestingly, however, no group differences were found for 
compulsive care-giving.
Other concerns about young care-givers entering caring professions may relate 
to research suggesting child care-givers often sacrifice their own well-being for 
others’ well-being (Aldridge & Becker, 1993). Taking this research into account, in 
choosing a helping career, it could be argued that individuals may be neglecting their 
own needs in order to ensure they fulfil the needs of others, which they perceive to be 
more important. It is possible that this may impact on their own health needs 
(Aldridge & Becker, 1993).
Nevertheless, Winton (2003) argues that many authors have adopted extreme 
clinical and psychiatric approaches to child care-giving, with such roles being viewed 
as ‘pathological’ and ‘deviant’. Newman (2002) contends that there is a lack of 
evidence to suggest young carers are at risk of developing their own difficulties or 
that they ‘suffer’. Moreover, Newman argues that children’s ability to manage and 
overcome such challenging early experiences has been overlooked by the 
predominant focus on the harmful aspects of such experiences, leading to a self- 
fulfilling prophecy. Others maintain that most parents receiving care from their child 
(-ren) continue to uphold some parental role despite their illness or disability (Bibby 
& Becker, 2000), potentially allowing individuals to leam from their experience 
rather than feeling troubled by this.
The present author proposes that there are also positive aspects of growing up 
with a parent with a long-term illness, which it seems have been generally overlooked 
in much of the earlier literature (e.g., Frank, 1995). Such experience can lead to more
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caring and nurturing individuals who are more oriented towards helping professions 
and, therefore, are successful in such careers (Dearden & Becker, 2000; Lackie, 1983; 
Phillips, 1997). They may be able to draw upon their own experiences in order to 
understand, empathise, help and anticipate the needs of clients who are going through 
or have been through a similar experience (Blumenstein, 1986). Indeed, in Lackey 
and Gates’ (2001) research mentioned above, participants constructed positive stories; 
suggesting their early experiences of family illness and care-giving enabled them to 
become more nurturing, empathie and respectful of others as adults and as ‘helping’ 
professionals. Research has also found adults, who were children of substance 
misusers, successfully undertaking careers as therapists, doctors or social workers 
(e.g., Coombes & Anderson, 2000). This implies that young people’s experience may 
indeed influence their personality as well as professional choices and development. 
Thus, the author was interested in exploring individuals’ accounts and perceptions of 
family illness/disability, particularly in relation to their personal and professional 
selves.
1.4.3: Positive Implications
Some literature suggests there are positive implications of caring in childhood. 
The Glasgow City Joint Young Carers Strategy (2002-2005) was produced on a 
partnership basis reflecting a variety of interests in relation to supporting young carers 
in Glasgow^ The perceptions of young carers’ and providers’ were sought through a 
major consultation task with the aim of recognising the role and needs of young carers 
as well as planning adequate support in light of these. This strategy, along with 
Seddon et aVs (2001) exploration of service provision to young carers in six local 
authorities in Wales, identified a range of skills which young people gained from their 
childhood experience. These included organisational and time management skills, 
communication abilities, an increased sense of responsibility, satisfaction and 
fulfilment as well as an increased awareness of others’ needs. In addition, Dearden 
and Becker (2000) identified further positive impacts, including maturity, other life 
skills, and a close relationship with parents and siblings. It is not necessarily 
surprising, therefore, that individuals presented with such experiences in childhood
 ^The planning group accountable for its production included representation from social services, 
education services, cultural and leisure services (community education). Greater Glasgow NHS Board, 
the Primary Care Trust, the West of Scotland Carers Forum and the Princess Royal Trust for Carers.
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may be more likely to enter healthcare professions, given that these positive traits may 
be invaluable to healthcare professionals and their work (Lackie, 1983; Phillips,
1997).
Moreover, adopting a sociological approach, Winton (2003, pp. 186) argues 
that care-giving roles in young people are “normative roles in the lives of children 
living in a post industrial society” rather than being negative or pathological. Winton 
suggests the problem lies not in the care-giving tasks which children undertake but in 
their work not being sufficiently acknowledged by others. Insufficient recognition 
challenges their self-esteem and decreases their feeling of self-worth, which Winton 
argues has the most current and long-term harm on young people experiencing care- 
giving. In support of Docking (2002), the author argues that it is crucial to ascertain 
and acknowledge young people’s roles within a family network experiencing illness 
or disability, and to determine the implications of this -  both positive and negative -  
in order that their contributions -  personal and professional -  can be highlighted and 
valued. Thus, the current study was interested in exploring the roles individuals’ 
undertook in relation to family care-giving and the implications of this, if any, on the 
development of the self and their professional interests.
1.5: Attachment Theory and the Influence of Early Family Illness 
and Disability on Attachment Relationships
Attachment theoiy (Bowlby, 1969) proposes that care-giving behaviour is 
complementary to attachment behaviour. Attachments and care-giving allow the child 
to feel safe and secure as well as to be trusting and helpful. According to attachment 
theory, an individual’s attachment style is influenced by their earlier experience of 
being cared for and in turn impacts on their own care-giving behaviour and their 
ability to form and maintain close relationships with others. Bowlby identified four 
patterns of insecure attachment, which he suggested were influenced by the absence 
of reliable care-giving, for instance through separation, deprivation or bereavement. 
Studies have reported stability of attachment over time (e.g.. Main et ah, 1985) and 
suggest a parent’s attachment with their child is influenced by their own attachment 
with a parent.
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The concept o f ‘parentification’ (Boszormenyi-Nagy & Spark, 1973) -  
whereby a child (or children) takes on the parental role within the family -  emerged 
fi*om attachment and systemic theories, and historically seems to have influenced 
much of the literature’s focus on the negative aspects of growing up with an unwell 
parent. Parentification and child care-giving are referred to as concepts of ‘cross- 
generational boundary transgression’ (Earley & Cushway, 2002). Family theorists 
(e.g., Minuchin et a l, 1967) assert that the healthy functioning of a family and 
individuals within that family are maintained by the implementation of clear 
boundaries. Thus, a lack of boundaries or inappropriate boundaries cause problems 
for the establishment and maintenance of a ‘healthy’ family system, compromising 
family members’ healthy progression (Earley & Cushway, 2002). Aldridge and 
Becker (1993b) suggest many children living with a severely unwell parent may be 
classed as ‘parentified’ through the roles they undertake in providing support for their 
parent. As discussed earlier, Bowlby (1977) raised concerns about this, suggesting 
young caring may lead to difficulties in future relationships, where the individual 
experiences difficulty receiving care and support and consequently always establishes 
a caring role towards others.
Other researchers propose that childhood care-giving roles may impact on an 
individual’s ability to manage rejection in relationships and may end up feeling let 
down by others. For example. Wells and colleagues (1999) reported that 
parentification was linked to dependency. In addition. Wells and Jones (1998) suggest 
childhood care-giving and reversal of parental and child roles are likely to lead to the 
development of maladaptive defence mechanisms. ‘Splitting’ is the separation of 
contrasting psychological representations (e.g., positive and negative feelings towards 
the self and other), which is reported to be a primitive defence mechanism inhibited 
when separation-individuation is established (Kemberg et a l, 1989). Wells and Jones 
propose that individuals who have experienced childhood care-giving use ‘splitting’ 
to defend against interpersonal stress.
1.5.1: The Influence of Early Attachment Relationships on Later Relationships 
and Career Choice
Thus, the literature suggests care-giving experience as a child may affect 
attachment style which subsequently influences care-giving as an adult, and
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potentially the ‘need’ or ‘desire’ to play a specific role in relationships or indeed to 
enter a helping profession in which such roles can be undertaken and achieved. A 
principle feature of clinical psychologists’ work is to form working, therapeutic 
alliances with others; often acting as a ‘care-giver’ to clients. Therefore, individuals’ 
early experiences may motivate them to enter clinical psychology training in order to 
fulfil their perceived role as a care-giver. Leiper and Casares (2000) investigated early 
attachment organisation of clinical psychologists. British clinical psychologists 
(N=196) completed a postal questionnaire consisting of two measures of current adult 
attachment and one of early loss experience. The results showed participants scored 
higher on the attachment pattern of ‘compulsive care-giving’ than on other insecure 
patterns of attachment and those who rated themselves as insecurely attached, found 
work with severe problems more rewarding than milder problems. Although this 
study could be criticised for not comparing the early attachment organisation of 
clinical psychologists with those from another non-helping discipline, the findings 
suggest early attachments may influence the type of profession entered as well as 
specialist clinical interests.
The experience of early care-giving, therefore, may influence future career 
opportunities and/or decisions. Whether this influence is considered positive or 
negative may depend on the type of illness experienced and the amount of practical, 
personal and emotional care needed (Earley & Cushway, 2002). From a positive 
perspective, Barnard and Spoentgen (1987) maintain that parentified childhoods can 
lead to increased sensitivity; professionally and personally. Barnett and Parker (1998) 
also suggest that early experiences of family illness or disability and parentification 
do not necessarily result in childhood deprivation or have a negative impact on future 
employment. For instance, they argue that such childhood experience may provide 
individuals with precocious skills in relating to others by helping and caring for others 
and thus can be a creative experience.
In support of some of the positive implications put forward earlier (e.g.,
Seddon et aL, 2001), Walker and Lee (1998) report how childhood care-giving in 
alcoholic families speeds up rather than prevents the process of individuation and 
results in increased self-esteem as well as resilience. Byng-Hall (2002) suggests that 
learning about caring roles and developing such precocious skills in childhood may 
equip these individuals for later life and employment experiences. He also proposes
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that childhood care-giving can be a creative process if it is discussed openly, although 
it is worth noting that Frank et al (1999) found few participants who shared their 
stories of child care-giving with others. It has been suggested that those individuals 
who are able to develop positive coping strategies may be better able to cope with 
future plans (Barnett & Parker, 1998), including decisions regarding employment. 
Indeed, from the research discussed above, it seems individuals’ ‘negative’ 
repercussions of parental illness or disability have not necessarily inhibited them from 
achieving professionally within the helping careers as adults (Coombes & Anderson, 
2000; DiCaccavo, 2006; Leiper & Casares, 2000; Phillips, 1997).
1.6: Limitations of Current Research in this Area
Previous research in this area has focused predominantly on the negative 
implications of childhood experience of family illness or disability. Furthermore, 
when this area has been studied, much of the research has used the context of nursing, 
social work or medical doctoral training when referring to the helping professions, 
(e.g., Coombes & Anderson, 2000; Phillips, 1997). Although some studies have been 
carried out with psychotherapists (e.g., Fussell & Bonney, 1990) and counselling 
psychologists (DiCaccavo, 2006), relatively few studies to date have specifically 
explored the motivations for child care-givers to choose clinical psychology as a 
career (Phillips, 1997).
A further limitation of many of the studies in this area of research relates to 
the methodology employed. Most of these studies employ quantitative analysis. 
Parentification questionnaires (e.g., Mika et a l, 1987; Sessions & Jurkovic, 1986) and 
other similar scales pose questions about the extent of care-giving but these tools do 
not acknowledge other significant factors related to parentification; for example, the 
age at which tasks were carried out, amount or duration of task responsibility, the 
impact on development as well as on the self and individuals’ views of these 
responsibilities (Earley & Cushway, 2002). Another limitation of these assessment 
tools is the ‘forced-choice category’ method (Leiper & Casares, 2000). Quantitative 
research holds strength in the number of participants it recruits and, therefore, enables 
researchers to gain important information on the percentage of helping professionals 
who experienced care-giving as a child and on the type or ‘categories’ of care-giving. 
However, qualitative research enables the researcher to gain a richer, more in-depth
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understanding of individuals’ experiences, feelings and viewpoints by allowing the 
interviewer to follow up ideas and responses, which was more in line with the 
researcher’s interests and objective of the present study (see below).
It is also important to note that many studies -  both quantitative and 
qualitative -  rely on self-report and retrospective accounts. As Newman (2002) 
argues, individuals may have difficulty remembering their experiences accurately. It 
is also important to bear in mind that helping professionals and those training in 
helping professions may be very sensitive to their early experiences which may be 
discussed or reflected on in their training compared with others not exposed to this in 
their training or employment (Earley & Cushway, 2002; Newman, 2002). 
Consequently, information around their childhood experience may be more accessible 
to short-term memory and in their stories about themselves and their life experiences. 
However, if this is the case, then it was seen as an advantage in the present study as 
the author was interested in hearing about individuals’ childhood experiences and 
viewpoints.
Furthermore, in relation to the literature on the negative implications of care- 
giving in childhood, some of the problems (e.g., behavioural difficulties) or personal 
characteristics identified (e.g., of identifying as a ‘good helper’) may have existed 
before the family illness or disability (e.g., Christ et al., 1994). Moreover, some 
researchers (e.g., Earley & Cushway, 2002) argue that there is a lack of knowledge 
around how much care is actually too much care while the author of this thesis 
suggested above that the literature lacks a clear definition of relevant concepts (e.g., 
child carer). Therefore, it is important to explore individuals’ views on and stories 
about their childhood to gain a deeper understanding of their experience and the 
subsequent personal and professional implications.
1.7: Present Study
The author of the present research was interested in exploring individuals’ 
perceptions of their early experiences of long-term (four years or more) family illness 
or disability, their understandings of this and thoughts and feelings associated with 
this experience, including the positive and negative implications, and the impact of 
this experience, if any, on the development of the self. In addition, the author was 
keen to explore individuals’ own understandings of the potential influence of their
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childhood experiences on their choice of career, by specifically looking at the early 
experiences of those individuals who have chosen to train as clinical psychologists.
Of particular note, trainees may be viewed as ‘survivors’ of care-giving or 
family illness/disability because they have achieved a degree of independence and 
qualifications in order to train as clinical psychologists. Moreover, some of them may 
not have experienced extensive care-giving tasks, given that many would have 
continued with their education throughout childhood in order to achieve the necessary 
qualifications. Thus, the author was interested in investigating any roles taken on, 
including caring and emotional tasks, to explore individuals’ perceptions of these and 
of their experiences in general as well as the possible influence of this on their 
accounts of career choice, which has been suggested to be influenced by a range of 
motivations; with familial circumstances being a principle influence (e.g., Newman & 
Newman, 2006).
1.7.1: Research Objeetive
To explore trainee clinical psychologists’ experiences, understandings and thoughts 
on the implications of growing up with a family member with a long-term (4 years or 
more) illness or disability and their views on how this may have influenced their 
choice of career.
1.7.2: Research Question
What are trainee clinical psychologists’ perceptions of living with long-term family 
illness or disability and the possible influences of this experience on their career 
choice?
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2: Method
2.1: Qualitative Methodology
The author of the current study was interested in gaining a richer insight into 
and understanding of individuals’ perceptions of growing up with a family member 
with a long-term illness or disability and the potential influence of this experience on 
their choice to enter clinical psychology training as a career. The research was not 
aimed at finding observable ‘facts’ or using quantifying or statistical procedures; 
rather it was aimed at exploring individuals’ own experiences and their understanding 
of these. Therefore, the research objective and research question rendered itself more 
meaningfully to the utilisation of qualitative methodology, which allowed 
participants’ views, meanings and interpretations of their experiences to be explored 
and interpreted (Strauss & Corbin, 1998; Willig, 2001). The purpose of the study was 
to discover concepts, properties of concepts and relationships between concepts in 
participants’ interview responses and subsequently to arrange these into a theoretical 
framework (Strauss & Corbin, 1998). The qualitative approach also enabled a 
sensitive topic, like family illness, to be explored in a tentative and non-threatening 
manner (Walker, 1995).
Qualitative research comprises a variety of methodologies which hold 
different epistemologies; i.e., assumptions about the possibilities for knowledge. The 
methodology chosen and utilised depends on one’s own theoretical position, personal 
experience and values (Charmaz, 1990). However, qualitative research procedures 
usually comprise ‘conceptualising’ and ‘reducing’ data, ‘elaborating’ categories 
depending on their properties and ‘relating’ using various prepositional statements 
(Strauss & Corbin, 1998).
2.2: Grounded Theory
Like the objective of the current study, the aim of grounded theoiy (Glaser & 
Strauss, 1967) is to inductively produce a theory (explanatory framework) based on 
participants’ accounts and views rather than to test a theory. Thus, the theory is 
derived from and ‘grounded’ within the data, meaning that it is more likely to reflect 
‘reality’ i.e., participants’ views and understandings of their experience (Strauss & 
Corbin, 1998).
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Grounded theoiy analysis is “the interplay between researchers and data” 
(Strauss & Corbin, 1998, pp. 13). It involves the combination of category 
identification (method) and the generation of theoiy (process) through simultaneously 
collecting and analysing the data. As Strauss and Corbin (1998) maintain, it is 
important that the researcher remains open to multiple possibilities, asks inspiring 
questions, produces a range of possibilities and explores these possibilities before 
selecting any as well as constantly going back and forth between the data and 
emerging codes and conceptual categories in order to remain close to the data, make 
comparisons and gain new insights. This constant comparison of data elements, 
conceptual categories and assumptions based on theoiy enables the researcher to 
remain sensitive to the complexities of the similarities and differences within and 
between data (Pidgeon, 1996) and involves intense familiarity with the data. This 
process allows the researcher to closely reflect participants’ own understanding and 
reality. Nevertheless, these authors also emphasise the importance of these 
procedures being used creatively and flexibly rather than followed rigidly. The 
number of participants interviewed for grounded theoiy analysis is usually determined 
by ‘theoretical sampling’ (Glaser & Strauss, 1967; see participant recruitment 
section).
The epistemology of grounded theoiy is variable. Grounded theory was 
initially developed to explain social processes (Glaser & Strauss, 1967) but has been 
widely used outside sociology since then (Skeat & Peny, 2008). It developed from a 
theoretical stance called ‘symbolic interactionism’ (Blumer, 1969); the philosophy 
that people’s selves are social products and creative and that social reality and action 
are based on the meaning that people construct to them and to others. These meanings 
and reality are derived from social interaction and are modified through their 
interpretative thoughts (Skeat & Peny, 2008). Glaser and Strauss’ (1967) traditional 
account of grounded theoiy methodology incorporated completing the literature 
review following the analysis in order to make certain that, not only were the codes 
constructed from the data as opposed to fi-om previous theoretical knowledge, but also 
that sampling took place for theoiy construction instead of for representativeness 
(Charmaz, 2006); thus, reducing the likelihood of the researcher gaining pre­
conceived ideas about the possible categories of interest.
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However, since Glaser and Strauss separated, more recently Strauss and 
Corbin (1998) proposed reviewing the literature before as well as alongside data 
collection and analysis, and using the literature to generate ideas for exploring. They 
argued this enables the researcher to sensitise to the area and to use the literature as a 
source of data. Strauss and Corbin (1998) suggested that researchers start by holding a 
general research area in mind (i.e., general research objective(s) and question(s)), 
developed from personal experience and values and others’ findings and suggestions.
Charmaz’s (2006) constructivist revision of grounded theory also enables the 
researcher to reflect on their individual and personal creative as well as interpretative 
role in the analysis; with Charmaz recognising that the emerging theoiy is the 
construction of the research. Thus, the constructivist approach to grounded theory 
enables the research process to commence with the literature review, which Charmaz 
(2006) suggests is the requirement of many research projects, particularly time limited 
ones like the current study. In addition, the present author argues that the process of 
analysis is inevitably influenced by the researcher’s interpretation, their values, beliefs 
and past experiences. Another qualitative research methodology is Interpretative 
Phenomenological Analysis (IPA). This is also interested in the interpretative element 
that the researcher brings to the analysis. However, in contrast to grounded theoiy,
IP A explores individual participant’s sense or meaning of the world as opposed to 
exploring participants’ experiences and views as a group. Furthermore, unlike 
grounded theory, IPA does not suggest there is one true reality, aim to discover this or 
develop a theoiy about this ‘reality’.
Therefore, the present study utilised a more constructionist grounded theoiy 
process; integrating subjectivity and reflexivity into the approach. Within this social 
constructionist approach, participants’ lived experiences were used as the crux of 
exploring how participants construct their ‘realities’ -  experiences, views, stories and 
worlds (Charmaz, 2006). As the context of the study was specific (i.e., trainee clinical 
psychologists had lived with a family member with an illness or disability), the author 
acknowledged that the analysis process used here comprised a context-specific 
interpretive representation of the studied world/reality within a limited time-frame 
rather than a theoretical truth.
Grounded theory is considered appropriate for studies exploring events within 
their local contexts (Charmaz, 2006), such as young people living with family illness
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or disability, and when an experience (e.g., experience of family illness or disability 
and career motivations for clinical psychologists) has not been adequately described 
or if there are a lack of theories to explain such a phenomena (Henderson, 1998).
Thus, it is argued that grounded theory analysis was most appropriate for studying the 
research question in the present study.
2.3: Reflexivity
As argued above, the author of this thesis believes the researcher’s own 
epistemological stance, past experience, views, beliefs and knowledge of the literature 
in this area were likely to influence the choice of research question, methodology and 
analysis. Therefore, it is important for the researcher to reflect on these issues. The 
author uses the first person in this section in order to be more reflective and critical in 
her ideas.
At the time of the study, I was in my second and third year of clinical 
psychology training. Throughout my training, I have been introduced to both 
qualitative and quantitative research methodology and analysis. Having a background 
in quantitative research, I was keen to expand my knowledge of qualitative research 
and methodology. Additionally, during my postgraduate teaching and training on 
clinical placements, I have been exposed to systemic thinking and therapeutic 
techniques as well as social constructionist ideas. Both within and outside 
Supervision, I have been encouraged to reflect on individuals’ and families’ stories 
and experiences in order to listen openly to their views. I am interested in thinking 
about how clients’ stories and views about their experiences, strengths and difficulties 
are constructed, understood and given meaning by them and others around them. In 
clinical work, I have considered and reflected on the complexities of multiple views 
both between family members and within an individual, depending on the context 
(e.g., day, mood, social support and other current events).
I have a particular interest in working systemically. I am aware of the 
importance of listening to others’ views in an open, non-judgemental manner and 
holding minimal pre-conceptions about their difficulties and accounts of these; 
acknowledging that, while there may be some similarities between people’s 
perceptions and views, others’ experiences are also likely to be veiy different to their 
own. I am also mindful of and reflect on what I bring to therapy as a white British,
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well-educated and middle-class female with personal experience of family illness and 
no personal experience of mental health difficulties. I continue to reflect on how my 
views, values and experiences influence my approach to therapy as well as my clinical 
and research interests.
My interest in this area arose as a result of being a trainee clinical psychologist 
reflecting on my motivations for career choice. Growing up with a father with 
Parkinson’s disease has influenced my views of family illness and gave me important 
insights into healthcare professions, including clinical psychology. I have engaged in 
care-giving tasks; both physical and emotional. I believe this experience influenced 
me personally and professionally in many ways, which I am unable to go into in detail 
here. I was interested in hearing about others’ perceptions of family illness or 
disability, and how this may have influenced their choice to undertake clinical 
psychology as a career, in a non-threatening, qualitative context. I thought this might 
allow reflections on the possible positive and negative experiences to be explored 
more openly.
I believed that the epistemological position of Charmaz’s (2006) social 
constructionist account of grounded theory, and of the main principles of grounded 
theoiy, enabled me to stay close to the data and reduced the likelihood of my previous 
experience and pre-conceptions about this topic forcing the data to confirm my views 
and beliefs. At the same time, however, reflecting on these issues and acknowledging 
the possible influence of my thoughts and experience on my interpretation of the data 
was an important consideration throughout the process of this study and analysis.
2.4: Participants 
2.4.1: Recruitment
Participants (trainee clinical psychologists) were recruited from three different 
universities in the South of England. Following ethical approval, the Director of the 
clinical course at each university was contacted via e-mail outlining the research 
project. Enclosed in this e-mail were copies of the information advert for recruiting 
participants, the demographics questionnaire and written consent form for 
participants. After gaining consent from each Director to contact their trainees, the 
recruitment advertisement was e-mailed to the trainees at each university, who were 
provided with the researcher’s contact details. Interested participants were then
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contacted by telephone or e-mail, their eligibility was assessed (see inclusion criteria 
in the following section) and those eligible were sent an information sheet, 
demographics questionnaire and a written consent form along with a stamped 
addressed envelope for returning the latter two forms. On receipt of the written 
consent form and demographics questionnaire, participants were contacted via e-mail 
or telephone to arrange a mutually convenient time, date and place to conduct the 
interview.
Once the initial recruitment had been undertaken, the study adopted 
‘theoretical sampling’. This means that fiirther participants were recruited following 
the first batch of interviews in order to explore the novel issues appearing in the data 
(Glaser & Strauss, 1967).
2.4.2: Demographics and Inclusion Criteria
Ten participants took part in the study; nine females and one male.
Participants’ ages ranged from 25- to 44-years. The inclusion criteria were that 
participants had a family member who had experienced a physical or mental illness or 
disability for four years or more and they had lived with this family member over this 
four-year period before the age of 18 years. Three participants grew up with a parent 
or sibling with a mental health illness, two with a sibling with a learning disability, 
four with a parent or sibling with a physical disability and one with a parent suffering 
from addiction^. Some participants had experience of family illness or disability fi*om 
birth whereas for others, the illness or disability developed whilst growing up.
2.5: Procedure 
2.5.1: Interview Schedule
An interview schedule in grounded theoiy is not fixed; rather it is an evolving 
process depending on participants’ experiences and the meanings they construct about 
these, enabling the interviewer to be flexible and creative by exploring ideas as they 
arise (Strauss & Corbin, 1998). The interview schedule was semi-structured with 
open-ended questions to invite an in-depth exploration of people’s experiences and
 ^Please note that place of clinical training (university) and the specific mental health or physical 
diagnosis was omitted fi’om this paragraph in order to preserve anonymity. This was important given 
that participants are trainees and may be known to the markers and audience who read tiiis thesis.
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accounts, allowing for elaboration, without leading the process (Smith, 2003). 
Individual interviews are, therefore, appropriate for collecting data for grounded 
theoiy analysis (Charmaz, 2006).
The interview schedule was designed to explore participants’ experiences of 
living with a family member with a long-term illness or disability, any experience of 
care-giving and the impact of this experience on their perceptions of growing up and 
of self-development. It also explored any positive or negative connotations associated 
with this experience and their thoughts on whether their experience had influenced 
them as an adult in any way, including their career choice decision-making process.
Similar to Charmaz (2006), the schedule incorporated general open-ended 
questions, initial informational questions, intermediate reflective questions and ending 
questions, which invited participants to ask any questions and consider whether any 
innovative ideas arose during the interview. Prompts were included to explore an idea 
further and to ensure the research question was being addressed; however, the use of 
these depended on participants’ responses. The researcher ensured the interview 
schedule was understood by the audience by conducting a pilot interview with a 
potential participant. As no problems arose with the schedule, the pilot comprised 
participant one (this was agreed with the participant).
Another characteristic of theoretical sampling involved adapting the interview 
schedule by adding or omitting questions in order to explore and follow up emerging 
conceptually rich themes (Strauss & Corbin, 1990). Some of these themes included 
exploring family coping and the impact of participants’ childhood experience on their 
relationships with others as well as clinical interests developed flrom their experience.
2.5.2: Interviews
Each one-to-one interview was conducted directly by the researcher at the 
University of Surrey or at the participant’s university of study (depending on their 
preference). The interviews lasted approximately 60 minutes, were digitally recorded 
and transcribed verbatim. Grounded theory data can be collected in batches (Charmaz, 
2006), thereby allowing a batch of interviews to be analysed before conducting the 
following batch. Due to the limited sample size in the present study, theoretical 
sampling based on defining characteristics of the participants or their experiences was 
not possible. Thus, the overall number of participants interviewed was not determined
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by theoretical sampling. However, following the first two interviews, this batch of 
data was analysed and the interview guide was revised by removing questions which 
did not elicit relevant information and by inserting questions which elicited further 
information on emerging ideas. The next three interview transcripts were analysed as 
a batch and the interview schedule was subsequently revised. The same procedure 
was used for the next three interviews. Following this, the final two interviews were 
analysed. The interview transcripts were analysed to explore emerging themes which 
addressed and answered the research question. Subsequently, the schedule was 
adapted.
2.6: Ethical Issues
Written consent was obtained firom each participant before commencing the 
interview. Anonymity and confidentiality were maintained throughout. The consent 
form was the only form to contain the name of the participant and this was kept 
separately from all other data. In all subsequent documents and data, code numbers 
were used to identify individuals to maintain confidentiality. Demographic 
information was stored securely and separately fi*om the raw data. The transcribed 
data were anonymised to preserve confidentiality and anonymity. Participants were 
only asked to discuss what they felt comfortable discussing and they were given the 
name and contact details of a 24-hour support group (Samaritans) at the end of the 
interview in case they found it helpful to discuss further any difficult feelings or 
memories that may have arisen in the interview. The researcher ensured participants 
were aware that they could withdraw from the study at any time. Ethical approval was 
granted by the University of Surrey Faculty of Arts and Human Science’s Ethical 
Committee (see Appendix A).
2.7: Data Analysis
The grounded theoiy process of data coding, memo-writing, constant 
comparison and theoretical sampling were utilised, allowing each transcript to be fully 
analysed. It was believed that the categories emerged from the data and were 
interpreted to some extent by the researcher’s personal and cultural beliefs in addition 
to their knowledge of relevant literature findings. Constant comparison and theoretical 
sampling were mentioned above and, therefore, are not repeated here.
142 MRP
Research Dossier
2.7.1: Coding
The initial process of line-by-line coding involved naming each line of 
transcript data (Glaser, 1978), allowing the researcher to remain close and open to the 
data in order to notice “nuances” in it (Charmaz, 2006, pp. 50). This process 
summarised key actions or processes within each transcript to avoid producing solely 
descriptive themes and conceptual leaps; keeping in line with Charmaz’s 
constructivist approach.
After completing line-by-line coding for two transcripts, focused coding was 
used by selecting line-by-line codes which characterised larger amounts of data 
incisively (i.e., made most analytic sense, Charmaz, 2006). Focused codes are more 
conceptual and abstract and use the most significant or recurrent codes to sort through 
the data (Charmaz, 2006; Glaser, 1978) before developing conceptual categories. 
Categories (with specified characteristics) were generated by constantly comparing 
and grouping codes together and through memo-writing (Charmaz, 2006). Focused 
codes were developed into categories when they seemed to comprise key concepts 
used by participants to explain experiences, views or processes (Charmaz, 2006). The 
interview schedule was adapted based on these emerging categories and line-by-line 
coding was used to analyse the subsequent three transcripts, constantly comparing 
these with the previous focused codes to make certain that the categories emerging 
were not pre-conceived by the initial two interviews. The researcher remained open to 
changing and revising the categories depending on the emerging data and remained 
mindful of not ‘over-interpreting’.
2.7.2: Memo-writing
This begun towards the end of open coding when notes, ideas and underlying 
assumptions were recorded about what the researcher believed was emerging in 
participants’ stories (Charmaz, 1995). Memos were theoretical ideas about codes and 
relationships between codes whilst coding, collecting and analysing the data (Glaser, 
1998). As categories developed, any links were noticed and assumptions based on or 
links with pre-existing theory were noted. Any gaps or differences in the emerging 
theory, noted during coding and memo-writing, guided further interviews. They were 
used to consider the processes and concepts as they emerged with reference to other
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available data and theory; creating conceptual relationships between data and theory 
(Charmaz, 2006).
2.7.3: Saturation
Theoretical saturation is when no new themes or categories arise from 
additional data collection (interviews). Thus, grounded theory analysis could continue 
indefinitely, with innovative perceptions on the data being continually likely (Glaser 
& Strauss, 1967). Willig (2001) refers to this as “a goal rather than a reality” (pp. 35). 
In the present study, saturation was not possible due to time limitations and the small 
scale design of this research project. As a result, the findings from this research 
illustrate what appeared to be emerging or not emerging from the data in relation to 
the research question. In other words, it indicated a “rich conceptual analysis” 
(interpretation) rather than a “formal theory” (Charmaz, 1995, pp.48) of participants’ 
perceptions and accounts of long-term family illness and disability and their 
professional (career) worlds.
2.8: Evaluating Grounded Theory: Methods to Enhance Quality
Consistent with Elliott et al. (1999) and Charmaz (2006), various methods 
were adopted to enhance the quality of this research process and thesis. Methods 
included staying close to the data, grounding the conceptual analysis in data 
examples, regular supervision with a qualitative researcher and qualitative peer group 
discussion of the process and the emerging findings to check for credibility, reflecting 
on the author’s personal and professional interests as well as their background and 
keeping a reflective journal throughout the research and write-up process.
The aim of the study was to develop -  from the data -  a conceptual analysis of 
a small number of trainee clinical psychologists’ perceptions of long-term family 
illness or disability and their views on career choice, as opposed to attempting to 
discover a theoretical ‘truth’ generalisable to all trainee clinical psychologists’ who 
grew up with a family member with a long-term illness or disability.
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3: Results 
3.1: The Interpretative Process
During the interviews, participants disclosed a range of personal perceptions 
of growing up with a family member with an illness or disability and the possible 
influence of this experience on their occupation decision-making process. The results 
are presented and discussed in relation to major categories and sub-categories 
emerging from the data which address the research question. The author recognises 
that a wealth of data emerged from the transcripts and acknowledges the possibility of 
the data being approached and interpreted from differing positions and perspectives, 
depending on the interpreter’s beliefs, values, research objectives, personal experience 
as well as knowledge. However, consistent with the author’s research objective, the 
analysis focused on constructions relevant to participants’ experiences and 
understandings of family illness or disability, their perceptions of the implications of 
this and their views on how this may have influenced career choice. The author 
presents examples from the data to highlight the emerging categories and sub­
categories. While there was a plethora of data illustrating the emerging categories and 
concepts, the author has been selective of data examples due to word limitations^. 
Although the categories and sub-categories are initially discussed separately and in 
order, it is important to note that the emerging categories and concepts were related. 
The author briefly discusses the relationships between the categories toward the end 
of the results.
3.2: Categories
From the analysis. Table 1 highlights four major categories and nine sub­
categories emerging from the data.
 ^Please note that further examples of quotations which illustrate one o f the emerging categories (self- 
identity) are presented in Appendix J.
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Table 1: Categories and Sub-Categories
Category Sub-Category
Understanding the Experience as 
‘Normal’
Coping - Acceptance -  ‘Getting on’ with Life
- Not Talking
- Others’ Coping
- Broken Attachments & Subsequent 
Relationships
Self-Identity - Care-giving Roles
- Personal Consequences - Personality
Career Choice - Choosing Clinical Psychology
- Clinical Interests
- Professional Qualities
3.2.1: Understanding the Experience as ‘Normal’
In exploring perceptions of family illness or disability, each participant shared 
individual narratives around their personal understanding of the experience. Due to 
the scale of the current study and word limitations, the author is unable to discuss 
fully the processes involved in understanding family illness or disability, which were 
complex. Participants’ narratives varied in accordance with whether the family 
member was a parent or sibling, the type of illness or disability, whether the family 
member had experienced illness or a disability since birth or had developed it over 
time as well as family circumstances and structure.
Common to all participants’ accounts was that, while all participants talked 
about the discovery of the illness or disability being a difficult and worrying time, 
they shared stories around understanding the experience as a ‘normal’ part of life and 
of growing up. Whether their sibling or parent had been unwell or disabled for all or 
part of participants’ lives, they all described their experience as a sense of normality;
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with them not knowing childhood life to be any different and, therefore, not 
questioning it:
suppose it was just normal because ofgrowing up with him so I  didn’t think o f it as 
abnormal or different to other people’s experiences o f growing up’^ (Cindy, brother 
with a mental health illness).
In constructing a sense of normality, Melanie, Sarah, Karen and William described 
how their sibling is their sibling like any other, regardless of their disability:
^^ It’s really weird to think how things could have been different cause le a n ’t define 
him any other way; he’s just my brother"  ^(Karen, brother with a physical disability).
Thus, viewing their experience as a normal part of growing up was active in 
participants’ constructions around how they understood this experience.
3.2.2: Coping
3.2.2a: Acceptance -  ‘Getting on’ with Life
In addition to making sense of their sibling’s or parent’s illness or disability, 
an implication of this experience was that a number of participants were able to come 
to terms with and accept their family member’s illness or disability by accepting what 
others told them and by ‘getting on’ with life, which enhanced their coping abilities:
''I think we coped brilliantly because everyone just helped out and got on with things''' 
(Trudy, mother with a physical disability).
For Samantha and Katie, in accepting their parents’ illnesses, they wanted to help 
their parents, which enabled them to cope and continue with life:
“...Ijust carried on and wanted to, like help her I  guess'"’ (Samantha, mother with a 
mental health illness).
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3.2.2b: Not Talking
For many participants, not overtly discussing the illness or disability within 
the family whilst growing up was a way in which individuals and/or their family 
coped with the illness and were able to continue with life, particularly during their 
childhood:
zY wasn Y discussed, not when I  was a child' (Sarah, brother with a physical 
disability).
A number of participants also described how they coped by not discussing the illness 
or disability to others outside of the family. For Ruby, this was related to believing 
that the support offered by others may not be appropriate for their family and may 
result in the family having to overcome more difficulties. Not talking also minimised 
the potential of Ruby’s unwell mother and Melanie’s learning disabled brother being 
judged by others due to the stigma attached to their diagnoses:
“7 still think it’s hugely stigmatising I  think and again that’s one reason why I  don Y 
talk about i f  (Ruby, mother with a mental health illness).
Some individuals worried that discussing the illness or disability with friends may 
have been detrimental to their relationship with the unwell family member:
“... I  suppose that sense o f loyalty and i.e., lam  not being a loyal sister i f  you talk 
about it to other people" (Cindy, brother with a mental health illness).
3.2.2c: Others’ Coping
Participants’ constructions of individual and family coping varied over time. 
However, many participants described how their coping whilst growing up was 
influenced by how others managed the experience. For a number of participants, this 
was determined by how well their ‘well’ parents coped and the coping strategies 
modelled by them. Sarah and Melanie suggested they had coped well with their 
brothers’ disabilities as a result of their mothers’ coping well:
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“C/m my mum just being amazing with Edward and growing up with her has just been 
amazing...you know my mum is the big part o f why it all felt so normaf (Sarah, 
brother with a learning disability).
William talked about how his own coping had been influenced by his parents’ ability 
to minimise the impact of the experience on them:
“/  think my parents didn’t let on how much it affected them. I  think they coped really 
weir (William, brother with a physical disability).
For others, their well parent(s) not coping or their siblings’ difficulties with coping 
impacted on their own struggle to cope, with others’ difficult feelings projecting onto 
themselves:
“7/e (father) was so shell shocked by this...I think so overwhelmed with something that 
he couldn’t do anything about...I think he just couldn’t cope...that was quite hard to 
see in a parent...! suppose I  got quite overwhelmed by him being overwhelmed'
(Ruby, mother with a mental health illness).
Many participants described disagreements taking place within the family, which 
increased family tension and made it harder for themselves and the family to cope at 
the time:
certainly remember there being lots o f tension and arguments when I  was younger" 
(Bethany, brother with a learning disability).
Moreover, a number of individuals suggested that it was how well their family 
member coped with their diagnosis and overcame some of their difficulties which 
inspired them to cope at various times of their life:
“77e 's very positive...he never complains. He never talks about it being a bad thing... 
it’s been kind o f secondary to his life. That has influenced me a lot" (Karen, brother 
with a physical disability).
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Therefore, other family member’s constructive coping skills -  including those of the 
unwell or disabled family member -  enhanced participants’ ability to cope which in 
turn led to an increased sense of family support. This facilitated individuals’ 
perceptions of the experience being positive. However, for some individuals, other 
family members’ difficulties coping impacted on their own ability to cope. 
Nevertheless, family and individual coping changed and shifted over time, 
particularly around times of uncertainty, with a number of participants describing 
tension which weakened feelings of support within the family.
3.2.2d: Broken Attachments and Subsequent Choice of Relationships
Participants also described how at times it was either difficult to establish 
attachments with their unwell family member or their attachments became 
temporarily broken. When William’s older brother was sent away to boarding school, 
he described how this affected their sibling bond, which he found difficult to cope 
with:
''He went to a special school, that certainly disturbed attachments and things. The 
separation for me was the hardest part rather than the disability" (William, brother 
with a physical disability).
It was difficult for Trudy, Samantha and Ruby to form attachments with their 
mothers, not only because they spent time in hospital or bed due to their difficulties 
but also because their mothers struggled to provide them with the love and care they 
needed as children:
"I definitely see my mum as a woman who happens to be my mum rather than as my 
mum" (Trudy, mother with a physical disability).
"She couldn’t be the mum that I  wanted her to be" (Samantha, mother with a mental 
health illness).
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For William and Melanie, not being able to engage in certain activities with their 
sibling impacted on their relationship vdth them:
"It’s quite difficult to sort o f feel emotionally attached to him because... you can’t... 
enjoy things with him" (Melanie, brother with a learning disability).
However, consistent in all accounts of family illness was positive constructions about 
how the experience had brought them closer together as a family, either during 
childhood or since growing up. This was true for all families, regardless of whether or 
not there had been tension or difficulties coping at some time. This subsequently led 
to families feeling united and working together to help the family member as well as 
each other, which overall improved coping:
"I have developed close relationships with other family members who have been 
supportive and so they have all come together to help look after her (mother) and look 
after each other" (Samantha, mother with a mental health illness).
Thus, it seems that close relationships with and attachments to other ‘well’ family 
members compensated for broken or insecure attachments with the ‘unwell’ or 
‘disabled’ family member. Coping was, therefore, very much seen as a social, family 
process.
In coping with the illness or disability, their associated feelings and their 
difficult attachments, participants were selective in their choice of relationships with 
others. Whilst growing up, they described how in some ways they felt socially 
isolated as they had to carefully choose fiiends and only formed bonds with those 
whom they believed would accept their parent or sibling and not judge them in 
relation to their diagnosis and associated difficulties. Consequently, many individuals 
had fewer but closer fnends they felt they could trust:
"For a long time I  was very wary about who I  invited back um from school... um I  had 
one or two very close friends who I  felt comfortable inviting back...because I  was kind 
o f a bit embarrassed or scared about what they might think about him" (Bethany, 
brother with a learning disability).
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"...Iwas embarrassed, you know I  kind o f tried to avoid bringing people to the home" 
(Katie, father with an addiction problem).
Participants described how this coping strategy -  of carefully selecting relationships -  
had been ongoing, with a number of them choosing a partner based on the 
implications of their early childhood experience. For instance. Ruby, Katie, Trudy and 
Samantha were looking for something in their relationship with their partner which 
they felt their unwell parent lacked or that was lacking in their childhood relationship 
with their unwell parent:
"...certainly in my relationship (with partner), it was finding just exactly the right 
person... he’s sort o f like my mum but with the bits that I  needed" (Ruby, mother with 
a mental health illness).
"I do wonder...whether there is something about my partner that I  noticed...which is 
completely opposite to my dad...I wonder whether I  saw something in him that I  
need...my partner is wonderful and he is so supportive" (Katie, father with an 
addiction problem).
For others, they either coped with stigma by choosing a non-judgemental partner or 
coped with the ongoing worries of family illness by ensuring their partner is 
supportive:
"...growing up with um Jonathon as a brother has made me understand how, how 
people could be stigmatised which has made me respect people who don Y stigmatise 
people and that would be the sort o f person that I  would choose as a partner". 
(Melanie, brother with a learning disability).
3.2.3: Self-Identity
In exploring individuals’ perceptions of living with family illness or disability, 
it emerged that this experience had a perceived ongoing influence on the self and 
shaped their identity. Participants’ self-identity was constructed through the care-
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giving tasks they undertook Avhilst growing up and in the way they viewed the 
personal consequences of their experience, particularly in relation to the development 
of personality characteristics.
3.2.3a: Care-giving Roles
Many participants described a range of care-giving tasks undertaken in 
relation to the family member with the illness or disability and/or their well parent(s) 
or siblings. All participants had at least one sibling. Many of the care-giving roles 
were ‘informal’ rather than ‘formal’, in that they were undertaken ‘as and when’ they 
were needed and did not inhibit individuals from attending school. This was because 
most ‘unwell’ parents upheld some parental role and/or the ‘well’ parent did so. Only 
one participant lived in a lone-parent family and in this family, the parent was not the 
‘unwell’ family member. None of the participants were sole carers. Some participants 
described taking on these tasks from a young age (e.g., 4 or 5 years) while a number 
of individuals (e.g., Bethany, Karen, William and Cindy) explained how they took on 
more roles as they got older (i.e., from adolescence onwards), as it was then that their 
family member’s needs increased. The roles undertaken did not seem to be 
influenced by individuals’ position in the family. Youngest siblings (e.g., Sam and 
Melanie) took on similar roles to elder siblings (e.g., Cindy, Ruby and Katie).
Individuals engaged in a variety of emotional and practical (supportive) 
responsibilities and the type of responsibilities taken on did not seem to relate to the 
type of illness or disability. Ruby, Cindy, Samantha and Trudy described how they 
took on many parental responsibilities, including cooking, caring responsibilities for 
their ‘well’ or ‘unwell’ parent or sibling(s) and reminding parents about what needed 
to be done in order for the family to function appropriately. Many of these 
responsibilities would not be considered appropriate for their young age but they were 
unaware of this at the time. For example. Ruby described how she was given the 
responsibility of looking after her younger siblings alone on a flight from one country 
to another at the age of nine years while Trudy got herself up and ready for primary 
school and prepared her mother’s breakfast. In relation to practical responsibilities, 
Karen “tailored” activities towards her brother’s physical needs and William helped to 
physically “guide” his brother as his physical needs increased. Melanie also described 
undertaking various practical tasks in looking after her brother with a learning
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disability. All participants -  regardless of the nature of the illness or disability, or 
whether the family member was a parent or sibling -  reported taking on an emotional 
role towards their parent or sibling in terms of supporting and encouraging them as 
well as feeling protective towards them and their difficulties. Some individuals (e.g., 
Sarah, Samantha, Trudy and Cindy) described having to provide “reassurance” to 
their family member whilst growing up and as an ongoing responsibility. In addition, 
Bethany and Cindy explained how they often had to take on the role of “peacemaker” 
in family conflicts while Katie and Trudy felt they needed to he “strong” for 
themselves and their relatives.
In taking on these various roles and responsibilities, many participants 
implicitly constructed an identity as a young, informal care-giver, explaining how this 
role inevitably became part of their life and existence as well as feeling very positive 
about this identity and valuing being ‘needed’ by others:
"I have always been a bit o f a rescuer I  suppose so I  think I  like being in that needed 
role" (Katie, father with an addiction problem)
"...you know being very used to caring and taking a big responsibility...! have noticed 
I, I  do sort o f take that caring role in other contexts as well, not just in terms o f my 
brother in the family context" (Bethany, brother with a learning disability).
Many participants described how they felt this care-giving experience made them 
more practical, caring and considerate individuals:
"...so lam  really, really practical...! am kind ofpractical and organised" (Katie, 
father with an addiction problem).
"! think it’s changed me...it makes me more caring o f other people ’’ (Karen, brother 
with a physical disability).
Others identified themselves as being more tolerant and responsible individuals as a 
result of their care-giving tasks:
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"...and also probably made me a bit more responsible than I  would have been" (Katie, 
father with an addiction problem).
"...it has made me a much more tolerant person" (Bethany, brother with a learning 
disability).
In viewing their experience as a ‘normal’ part of growing up, many participants 
explained how it did not feel ‘out of the ordinary’ to take on care-giving roles and 
associated responsibility, which seemed to influence their positive view of this 
experience:
"It didn Y make sense that... other children perhaps didn Y have those sorts o f  
responsibilities" (Ruby, mother with a mental health illness).
3.2.3b: Personal Consequences - Personality
Overall, participants constructed very positive stories around the personal 
consequences of their childhood experience as a whole, not only with reference to the 
care-giving tasks they undertook. This was most noticeable in relation to personality 
development. Together, participants identified themselves as being particularly 
‘resilient’ individuals who were able to contend with many demands -  physically, 
emotionally and academically -  presented to them, compared vrith other individuals 
without such experience:
"I think that exposure has made me maybe a bit more resilient...! kind o f cope with 
most things that are thrown at me" (Sarah, brother with a physical disability).
In being able to manage more tasks and responsibilities than others, many participants 
talked about their precocious maturity and independence, which they perceived to be 
positive:
"! became sort o f emotionally quite mature" (Ruby, mother with a mental health 
illness).
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"...It’s made me a lot more independent... a bit more mature" (Katie, father with an 
addiction problem).
Bethany described how she felt the experience had enabled her to become a more 
patient individual while Karen (as well as other participants) suggested she had 
become a more honest person:
"I think it’s maybe made me a more patient person" (Bethany, brother with a learning 
disability).
"I suppose strengths are....to be more open about stuff and more honest" (Karen, 
brother with a physical disability).
A number of individuals talked about how they had developed a personality of 
accepting people as individuals and not being frightened of illness or disability:
"I’m not scared o f disability" (Karen, brother with a physical disability).
Despite participants’ stories being very positive about the consequences of their 
childhood experiences on their personality and self-identity, many participants also 
acknowledged some difficulties associated with their experiences, which had a 
perceived ongoing influence on their sense of self. For example, a number of them 
discussed their ongoing worry or concern for their unwell or disabled relative and 
their future as ‘dependent’ on others, resulting in them identifying themselves as 
being a ‘worrier’:
"I also think that’s it’s made me a land o f a worrier because I  worry about 
everything....and worry what’s going to happen to people and how is she (mother) 
going to cope" (Samantha, mother with a mental health illness).
" ...I probably worry about whether Edward would be happy in the future or whether 
he would have more physical problems, how dependent or otherwise he is going to 
be..." (Sarah, brother with a physical disability).
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Associated with this worry were also feelings of guilt about their unwell sibling or 
parent not being able to do or have what they had or looked forward to:
"The negative connotations are feelings ofguilt and shame. I  feel guilty about the 
consequences o f his disability" (William, brother with a physical disability).
Nevertheless, although individuals’ highlighted ongoing worry about their family 
member, looking back on the experience, they all felt very ‘lucky’, ‘proud’ and 
overall advantaged by the experience, suggesting this was not something they would 
want to change even if they had the opportunity to do so:
"I think Fm very lucky...over all Fm glad he is my brother" (Sarah, brother with a 
physical disability).
"It’s an experience that Fm glad I  have had' (Bethany, brother with a learning 
disability).
Without this experience, participants explained how they would not be the individuals 
they were today:
"The experiences I ’ve had have obviously made me into the person lam "  (Trudy, 
rhother with a physical disability).
“/  couldn’t be that person i f  I ’d not had that lifelong experience" (Ruby, mother with 
a mental health illness).
Thus, participants’ identities were very much constructed and shaped by their 
childhood and ongoing experience of family illness or disability and associated 
responsibilities, which they all seemed proud of overall.
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3.2.4: Career Choice
3.2.4a: Choosing Clinical Psychology
In relation to clinical psychology, interestingly seven out of ten participants 
reported that choosing to apply for clinical psychology training, or gaining 
employment to facilitate their chances of entering clinical training (i.e., assistant 
psychology post), was not an immediate decision; neither before nor after completing 
a psychology degree. For example, although seeking employment vrithin the 
psychology domain, William and Trudy initially chose to take an academic 
psychology route. In contrast, Sarah and Ruby decided to undertake teacher training. 
Nevertheless, for many participants, their interest in psychology and people’s 
thoughts and behaviours remained:
"Well I  didn’t go into it initially hut I  was always interested in it. It, I  was just, I  was 
just interested in why, what people were thinking and why and how people worlf 
(Melanie, brother with a learning disability).
Whether participants had chosen to apply for clinical psychology training or related 
employment following their degree or whether they had made this choice a few years 
later, they described having an ongoing interest in people and their behaviour:
"I always had an interest in people...in explanations for the way people are and what 
people do" (Karen, brother with a physical disability).
Of particular note, a number of participants constructed stories around feeling 
‘unfulfilled’ or ‘unrewarded’ by other careers:
"It wasn’t an immediate decision. I  did other stuff after uni...but I  didn’t find it very 
rewarding" (Cindy, brother with a mental health illness).
Looking back and reflecting on their initial decision to undertake a different 
occupation to psychology. Ruby and Bethany explained how they felt they needed a 
break from illness or disability and from ‘caring’ responsibilities. However, they
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explained how they felt drawn into a more caring profession, which they believed 
they would find more fiilfilling:
"...I sort o f came back around and realised that you know psychology was the sort o f 
one thing that kind o f offered you know what I  was looking for...I wanted to do 
psychology because I  really enjoyed working with children with disabilities"
(Bethany, brother with a learning disability).
Although participants suggested there were multiple “factors” influencing their career 
decision-making process, they believed their exposure to family illness or disability 
had a key influence, although they did not know how conscious this influence was. 
Many explained how they wanted to ‘help’ others in a similar situation to their family 
member:
"...feeling that these were people that I  wanted I  suppose I  wanted to look after them 
in the same way that I  looked after my mum and recognising I  think in them the same 
sort o f emotional fragility that I  could see in my mum and wanting to do it in a 
systematic way" (Ruby, mother with a mental health illness).
"...psychology was really, kind o f in line with my own sort o f beliefsystems and my 
experiences and that was kind o f the way I  wanted to help people" (Bethany, brother 
with a learning disability).
Bethany explained how the experience of growing up with a brother with a learning 
disability had influenced her choice to study clinical psychology as a result of the 
experience having an ongoing impact on her sense of self:
"...undoubtedly it has influenced me in terms o f where I  have actually ended up in my 
career choice...it just in, influences me on a day-to-day basis".
Similarly, William described how his experience had influenced his views, which in 
turn was likely to impact on his choice of occupation:
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"It’s definitely had an impact on how I  view the world so that’s going to impact on 
your career choice".
While clinical psychology was in line with participants’ career interests and 
ambitions, many of them suggested they gained an insight into mental health, the 
impact of disability and the role of clinical psychology in relation to these difficulties, 
through their lived experience:
"I was interested in mental health and that probably did come from dealing with 
somebody who had had a mental health illness" (Cindy, brother with a mental health 
illness).
"I think it has infiuenced me...in having exposure to a wide range o f mental health 
problems and...physical problems in my house" (Sarah, brother with a physical 
disability).
Participants suggested the course enhanced their understanding and empathy towards 
their family member and potential predisposing factors for their difficulties:
"When I  was growing up, I  just didn’t understand why he couldn’t just stop. I  think I  
have kind o f just realised since I  have got older that it’s not as easy at that and 
actually he has had a whole childhood which for him was hideous" (Katie, father with 
an addiction problem).
"I think one thing that’s really important is how I  understand my brother after clinical 
training...I certainly see things he does and understand them more..." (William, 
brother with a physical disability).
Although participants did not overtly suggest that they chose to study clinical 
psychology in order to develop their understanding of their family member’s 
difficulties, it was possible that participants were unconsciously driven to undertake 
this career route in order to better understand the illness or disability.
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3.2.4b: Clinical Interests
Many participants suggested their childhood experience had impacted on the 
area they wished to specialise in following training. For many, this was a positive 
influence as they believed they had more extensive skills and felt ‘comfortable’ in 
certain domains:
“/  think maybe it’s sort o f naturally drawn me towards working with people who have 
sort o f you know, no com, poor communication or learning disabilities" (Bethany, 
brother with a learning disability).
"...ifI do go into working with parents who have learning disabilities, that’s, that’s 
probably been affected by, by my mum’s experiences" (Samantha, mother with a 
mental health illness).
Karen, Katie and William described how they felt influenced to work with more 
complex cases or in challenging areas:
"I guess that I  want to go for the most challenging area, areas, yeah, looked after 
children" (Katie, father with an addiction).
"I’m most interested in people with severe mental health problems, psychosis, 
personality disorders, and so you know that’s the area I  want to work in" (William, 
brother with a physical disability).
3.2.4c: Professional Qualities
As well as participants constructing personality characteristics and personal 
identities through their childhood experience of family illness or disability, they also 
put forward a range of perceived professional qualities developed from this 
experience. These qualities encouraged them to think about undertaking clinical 
psychology training, as they believed these strengths may be useful to clinical 
psychology work. Many felt they were more appreciative of not having a mental 
health illness or disability and had gained important insights into the impact of this on 
individual and family functioning:
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"I think it’s you know, really made me appreciate what it is to be healthy andfully 
functioning and you know what it means to actually have a disability in terms o f you 
know how it impacts on your life and stigma" (Bethany, brother with a learning 
disability).
Collectively, participants also suggested they viewed clients as individuals and were 
less judgemental of their experiences and situations. Moreover, they viewed a client 
as an entire person with strengths rather than just as a person with a disability or 
illness:
"...it’s made me aware o f people’s difficulties and less judgementaf (Samantha, 
mother with a mental health illness).
"You do view people as a whole person" (Trudy, mother with a physical disability).
A number of participants suggested their experience had enabled them to develop 
good listening skills which they believed were useful professionally:
"I have grown up being the caring one and wanting to listen to other people so I  feel I  
am able to do that well...I just wanted to try to listen to clients and understand" 
(Samantha, mother with a mental health illness).
Cindy, Ruby, Samantha and Karen suggested they brought empathy skills to their 
career; feeling able to empathise with clients as a result of their ability to reflect on 
others’ experiences through their own experiences:
"...also being able to think about my own perspective and draw on my own experience 
o f that...yeah that helps me be more able to think about how other people are feeling" 
(Cindy, brother with a mental health illness).
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"...having a framework to understand where things have come from and a way o f 
making sense o f that which helps me to make sense o f other people’s problems"
(Ruby, mother with a mental health illness).
Further strengths developed from their experiences included participants’ desire and 
ability to engage, work with and support families experiencing difficulties. Many 
suggested being related to someone experiencing family illness enabled them to bring 
knowledge about service-user involvement to clinical psychology:
"From the family carers’ perspective, it has influenced me, it’s made me very mindful 
about the importance o f supporting families and, and carers" (Bethany, brother with a 
learning disability).
"Fve got an understanding from a different perspective...as a relative and a carer" 
(Melanie, brother with a learning disability).
Many participants suggested their experiences had encouraged them to be hopeful and 
optimistic about change and recovery for clients, increasing their desire to work with 
individuals with difficulties:
"I think Fm quite optimistic because...Edward’s been through a lot and come out the 
other end so, when people sort o f have problems...! think I  am quite optimistic for all, 
all clients" (Sarah, brother with a physical disability).
"It’s given me admiration for what people can do I  suppose and achieve" (Trudy, 
mother with a physical disability).
3.3: Relationships between Categories
The relationships between the four major categories were briefly considered 
(see Figure 1).
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Figure 1: Conceptual Analysis of the Emerging Perceptions of Living with Long- 
Term Family Illness/Disability and the Influence of this Experience on Career Choice 
in a Group of Trainee Clinical Psychologists.
All participants perceived their experience to be a normal part of their life and of 
growing up. However, a consequence of the experience was that various strategies 
were developed in order to cope. ‘Understanding the experience of family illness or 
disability as normal’ shared a reciprocal relationship with ways of ‘coping’ with this 
experience; with ‘understanding the experience as normal’ enhancing ‘coping’, and 
‘coping’ helping individuals to understand the experience as a sense of normality. 
Making sense of the experience as ‘normal’ enabled individuals to get on with life and 
accept the illness or disability, and to cope with the illness or disability by not talking 
about it to others within or outside of the family. In viewing their experience as 
normal, participants constructed positive stories of overcoming broken or insecure 
attachments with their unwell family member. For many individuals, secure 
attachments with other ‘well’ family members compensated for these insecure or
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unstable attachments. Despite being faced with ongoing or periods of broken 
attachments with their unwell family member, individuals also coped with this 
through carefully choosing who they formed relationships with. These included 
fiiends whom they believed would be more understanding and accepting of their 
family member, and by later choosing partners who either fulfilled the attachment and 
emotional needs their unwell parent lacked or by choosing a supportive partner who 
was supportive and non-judgemental of illness and disability. In constructing a sense 
of normality, some participants were able to draw upon others’ ways of coping in 
order to enhance their own coping. Reciprocally, these ways of coping encouraged 
participants to view their situation as a normal part of life. Moreover, understanding 
the experience as normal and coping were seen as both individual and social 
processes, which were constructed positively.
Understanding the experience of family illness or disability as a normal part of 
growing up and coping with this experience simultaneously influenced the emergence 
of the categoiy ‘self-identity’. In viewing their experience as normal, many 
participants talked about how natural it felt to take on helping or care-giving roles and 
responsibilities within the family, which became part of their perceived self-identity 
as a young, informal care-giver. Similarly, in getting on with the situation and coping, 
in seeing others’ coping and in choosing certain fiiendships, helped individuals to 
form a sense of identity and to develop a caring, resilient and mature personality. 
Nevertheless, a bi-directional relationship also emerged between self-identity and the 
two former categories, as identifying themselves as young, resilient, considerate and 
mature care-givers, enabled participants to cope better and to view the event as a 
typical part of their development. Similarly, for some individuals, negative 
personality traits -  like being a ‘worrier’ -  challenged individuals’ coping abilities at 
certain times of their life.
‘Coping’ and ‘self-identity’ seemed to mediate the relationship between the 
experience of family illness and understanding of this as a normal part of 
development and the category ‘career choice’. In coping with the situation and/or in 
identifying themselves as young, informal care-givers, it seemed that many 
participants eventually went on to seek a professional, social identity as a ‘carer’ or 
‘helper’ for individuals experiencing similar mental health, cognitive or physical 
disabilities to their parent or sibling. Choosing clinical psychology training enabled
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them to develop their identity as a helper or care-giver in a professional context. Thus, 
self-identity and career choice shared a bi-directional relationship. Participants 
suggested they brought a range of professional qualities and specific clinical interests 
to the profession, developed fi*om their childhood experience. These qualities and 
interests both emerged fi*om participants’ self-identity and enabled them to shape their 
identity; personal and professional.
Career choice also shared a reciprocal relationship with coping. By positively 
coping with the experience of family illness or disability, some participants felt 
motivated to choose clinical psychology training. They saw helping others as a 
positive and fulfilling career path and brought hope about individuals’ ability to cope 
with and overcome difficulties. In turn, clinical psychology training enabled 
participants to cope with their childhood experience as they felt able to draw upon 
their clinical knowledge to enhance their understanding of their family member’s 
experience and difficulties.
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4: Discussion
The aim of this study was to explore trainee clinical psychologists’ 
perceptions of living with long-term family illness/disability and how this experience 
may have influenced their career choice. This discussion considers the findings of the 
current study in relation to existing theory and research as outlined in the introduction. 
The author puts forward some implications of the findings in relation to clinical 
practice. A critical evaluation of this work is then provided followed by ideas for 
future research, before drawing together the main conclusions from this thesis.
4.1: Trainee Clinical Psychologists’ Perceptions of Living with Long- 
Term Family Illness/Disability and the possible Influence of this 
Experience on Career Choice
4.1.1: Coping
The findings in this study suggested that for this group of 10 trainee clinical 
psychologists, coping with the experience of living with long-term family illness or 
disability comprised both an individual and a social, family process. Individually, 
participants coped by not focusing on and not discussing the illness/disability. This is 
further support for Frank et a l’s. (1999) study which also found that few participants 
shared stories of family illness and care-giving with others. In contrast, Byng-Hall 
(2002) proposed that if family illness and young care-giving experiences are 
discussed openly, they are more likely to be viewed as creative and positive, 
enhancing adjustment. However, participants in the current study viewed ‘not talking’ 
as a positive way of coping and adjusting to the situation at the time, as it enabled 
them to continue with life and protected themselves, and their family member, from 
potential social stigma and judgement. Not talking may, therefore, link to fear of 
identifying familial circumstances and roles to the public (Gays, 2000). Indeed, one 
participant talked about the fear of being split up from her siblings or her unwell 
mother if she spoke about their family circumstances to others.
In relation to the social process of coping, participants suggested that self- 
coping was influenced by how others coped with the situation. For some, their coping 
was strongly influenced by how well their ‘well’ mother coped and the strategies 
modelled by them whereas for others, it was how other ‘well’ family members coped.
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A number of individuals’ coping was also inspired by their unwell family member’s 
coping. This may be explained partly by Social Learning Theory (Bandura, 1977b) 
which posits that people learn through observing the behaviour and behaviour 
outcomes of others. If outcomes are positive, people are more likely to learn and 
model the behaviour. In this way, individuals were able to socially leam and draw 
upon others’ coping techniques in order to enhance their own coping. However, 
seeing a ‘well’ parent struggling to cope challenged self-coping, most noticeably 
around times of uncertainty and tension.
Similar to Docking (2002) and Seddon et al. (2001), participants described 
feeling embarrassed to invite jfriends home due to their family member’s illness or 
disability and associated stigma. It might be argued that this highlights the social 
isolation faced by these young people (Banks et al., 2001). However, participants 
explained how, although they avoided inviting certain people back to the home, they 
brought close friends home whom they believed they could trust not to judge them or 
their family based on the illness or disability. In this way, participants did not 
construct stories of isolation; rather they shared positive stories around receiving 
social support from closer, trusting friendships.
Another negative implication of the experience of family illness or disability 
was broken or insecure attachment relationships with the unwell or disabled family 
member, regardless of whether the relative was a parent or sibling. For example, some 
individuals described how they were temporarily separated from their parent or 
sibling, which impacted on their relationship and bond with them. Those whose parent 
required care described how that parent struggled to be the parent they needed and, 
therefore, were not necessarily available to them, as they were unable to provide them 
with the love and care they required as children.
As explained in the introduction, attachments enable children to feel safe and 
secure (Bowlby, 1969). According to attachment theoiy, insecure attachments can 
have negative effects on psychological well-being (Bowlby, 1969). Bowlby suggested 
infants form attachments to the primary care-giver; usually the mother. Thus, if the 
mother is not emotionally and physically available to the child, one might hypothesise 
that a child may feel unsafe, untrusting and insecure and this would have a greater 
impact on the individual than a broken or insecure attachment to a sibling. Bowlby 
also suggested that attachment style is influenced by earlier experiences of being
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cared for and subsequently impacts on an individual’s own ability to form close, 
secure relationships with others. In the present study, however, participants suggested 
their insecure or broken attachments were compensated for by the presence of other 
secure attachment relationships, most noticeably with their ‘well’ parent (usually the 
father) and other ‘well’ relatives. Indeed, other researchers have argued that the 
mother is not always the primary care-giver (Harris, 1998) and children can form 
multiple attachments (Rutter, 1979). Therefore, it seems that secure attachments to 
other family members decreased the potential for participants to feel ‘harmed’ by their 
experience; enhancing coping. These secure attachments enabled them to feel cared 
for, which in turn impacted positively on their ability to form close relationships with 
others whom they believed were less judgemental and more understanding of their 
parent’s difficulties.
Nevertheless, in choosing their partner in adulthood, some participants 
believed they were looking for someone who was able to provide them with the 
qualities and emotional needs their unwell parent “lacked” or was unable to give 
them. One might argue that these individuals were still searching for the ‘secure base’ 
(Bowlby, 1969) they needed from their unwell parent during childhood and that this 
was their way of coping with this. On the other hand, it might be argued that this 
finding provides some evidence against the proposal that adult former young care­
givers neglect their own needs in order to fulfil the needs of others which they believe 
to be more important (Aldridge & Becker, 1993). Looking for and appreciating a 
partner who provides participants with the qualities they need could be seen as 
attempting to fulfil their own needs rather than the other’s (partner’s) needs.
Other participants described how ‘supportiveness’ was one of the main 
characteristics they looked for in choosing a partner. Bowlby (1977) proposed that 
young care-giving may lead to ‘compulsive care-giving’. However, in this study, 
participants neither suggested they were looking for relationships which enabled them 
to look after the other nor did they advocate that they were unable to receive care 
from others. Rather, the author argues that, in wanting and valuing a supportive 
partner, individuals were able to receive some care and support from others.
Participants also told positive stories about how the experience of family 
illness encouraged family members to work together, enabling them to feel united and 
closer, which improved coping. Indeed, previous research has suggested that the
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impact of family illness may be influenced by the amount of perceived familial 
support, with former care-givers with stronger family bonds reporting fewer negative 
memories than those with weaker family relationships (e.g., Toporas, 2003).
4.1.2: Self-Identity
Although identity is proposed to continue to be constructed throughout life, 
the life story around identity starts to emerge during adolescence (McLean, 2005) and, 
therefore, was significant for individuals in this study who experienced family illness 
and took on care-giving roles during this period. All 10 participants suggested their 
experience had an ongoing influence on the self and shaped their identity. Their self- 
identity was constructed through care-giving tasks undertaken and perceived personal 
consequences of their experience (i.e., personality development).
In support of previous literature (e.g., Fussell & Bonney, 1990; Lackie, 1983; 
Phillips, 1997; Sessions, 1986), participants training in a helping profession (clinical 
psychology) in the present study were involved in care-giving roles. None of them, 
however, were sole care-givers. Many were what Frank (1995) termed ‘supportive’ 
care-givers, in that they assisted an able care-giver adult, and ‘sibling’ carers. Tasks 
were undertaken on an informal basis and, contrary to Aldridge and Becker’s (1993b) 
findings, did not inhibit participants fi*om attending school. Some participants would 
be classed as ‘parentified’ children as they took on responsibilities which were not 
age-appropriate (e.g., cooking & responsibility for siblings; Dearden & Becker,
2000). Contrary to Docking (2002), the roles undertaken were not specifically 
influenced by whether the relative had a mental or physical illness. All participants 
took on emotional roles, in terms of supporting, caring, encouraging and protecting 
their parent or sibling. Participants described how they identified with their informal 
care-giving roles (Social Identity Theoiy, Tajfel, 1982; Turner, 1987). They reported 
that taking on these roles felt natural to them and contributed to their sense of self and 
view of the experience as a normal part of growing up.
Participants were able to identify with a range of positive personality 
characteristics, which they believed they had gained from their experience. Similar to 
previous research findings (e.g., Dearden & Becker, 2000; Lackie, 1983; Phillips,
1997), many participants identified themselves as being caring and nurturing 
individuals. They believed the experience had influenced other positive personality
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characteristics, including being more patient and honest with others and having an 
increased sense of responsibility (Glasgow City Joint Young Carers Strategy, 2002- 
2005; Seddon et al., 2001).
Wells and Jones (1998) have argued that childhood care-giving and the 
reversal of parental and child roles are likely to lead to the development of 
maladaptive defence mechanisms, such as ‘splitting’. However, Walker and Lee 
(1998) report that childhood care-giving can speed up rather than prevent the process 
of individuation, which increases self-esteem as well as resilience. Dearden and 
Becker (2000) also suggested family illness and care-giving experience leads to 
increased maturity. In support of Walker and Lee as well as Dearden and Becker, 
participants in the current study identified themselves as being more mature and 
independent than their peers, which many saw as positive results of their experience. 
Some described being particularly resilient compared to their peers and they were not 
fiightened of illness or disability. Furthermore, unlike the findings in Dearden and 
Becker’s (1995) study, participants did not suggest they felt resentful for this 
experience. Rather, many described feeling lucky and proud.
Nevertheless, participants put forward some negative consequences of their 
experience in relation to self-identity. Some participants, for instance, identified 
themselves as being a ‘worrier’ as they worried about the effects of the illness or 
disability on their family member and about their future. Previous research has also 
found that young care-givers often worry about their unwell family member short- 
and long-term (e.g., Aldridge & Becker, 2003; Frank, 1995). Other researchers 
propose that worry and anxiety can lead to later mental health difficulties (Bibby & 
Becker, 2000; Cree, 2003) or professional exhaustion (Tillett, 2003).
Although some negative implications of their experience were put forward by 
the group of participants in the current research, overall participants shared stories 
which encompassed a range of positive implications in relation to both coping and 
self-identity. Their positive stories may have been shaped by a variety of positive 
influences. One possible influence may be the researcher’s interest in exploring 
potential positive as well as negative implications. As Newman (2002) argued, much 
of the literature in this area has predominantly focused on the harmful aspects of such 
an experience. Another is that most unwell parents of participants’ in the present 
study continued to uphold some parental role despite their illness or disability.
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possibly enabling participants to leam from rather than feel harmed by their 
experience (Bibby & Becker, 2000). Additionally, Winton (2003) argued that care- 
giving roles in young people are “normative” and can be positive if they are 
sufficiently recognised by others. Indeed, participants here viewed their experience as 
a normal part of growing up and of development and suggested they worked together 
with other family members; suggesting their roles were acknowledged within the 
family. Finally, other circumstances have been reported to significantly moderate the 
effects of family illness or disability (Houck et al, 2007); including increased family 
cohesion (Hirsch et al, 1985). Participants explained how the illness experience had 
brought them closer as a family. Thus, negative implications may have been 
minimised by the presence of other positive influences for these participants.
4.1.3: Career Choice
Research exploring motivations for career choice has suggested that the social 
and cultural context of the family has a significant influence on how young people 
leam about careers and on individuals’ career decision-making process (Chen, 1997; 
Ferry, 2006). Ginzburg et al (1951) also posit that family background and 
circumstances play a cmcial mediating influence on career choice. In support, 
although participants suggested their career choices were influenced by a variety of 
motivations, all asserted that exposure to family illness or disability and care-giving 
roles played an important part. However, some participants did not know how 
conscious this influence was initially. Similar to participants in previous studies (e.g., 
Phillips, 1997), participants suggested they gained an insight into mental health, the 
impact of disability and the role of clinical psychology through their lived 
experiences. Many suggested they believed clinical psychology to be a rewarding 
career path which enabled them to draw upon a range of skills developed from their 
childhood experience. They put forward a range of professional qualities developed 
from their experience, which they believed would be useful in clinical work; 
influencing their choice to undertake clinical training. They proposed that they were 
able to view clients as individuals and were less judgemental of illness or disability. 
They described having optimism for clients and felt they brought knowledge of 
service-user and carer views. Many suggested they wanted to help others like their 
parent or sibling and felt they had the skills (e.g., empathy) to do this. Soethout et a l
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(2004) also found that self-appraisal of skills and domestic circumstances were 
significant influences in choosing to enter a medical career. Similar to Leiper and 
Casares’ (2000) findings, some participants’ experiences were also proposed to have 
influenced their specific clinical interests, with some wanting to work with more 
severe and challenging difficulties or in learning disability services.
Participants believed their experience had influenced their sense of self, 
including their values and beliefs around illness and disability as well as their interest 
in people and their behaviour. They, therefore, suggested a career within clinical 
psychology was a good choice. As explained in the introduction. Social Identity 
Theory (Tajfel, 1982; Turner, 1987) posits that individuals increase their self-esteem 
through personal and group achievements. Thus, in order to enhance their self-esteem 
and to utilise their skills, it seems that this group of participants were motivated to 
enter a career -  clinical psychology - which enabled them to maintain their identity as 
a ‘helper’ and as a ‘patient’, ‘good listener’ to others experiencing difficulties.
Additionally, Holland (1997) suggested that individuals choose working 
environments similar to their personality type and that these individuals tend to be 
more satisfied in their career. Interestingly, in the present study, seven of the 10 
participants did not initially choose to study clinical psychology. A number of them 
described feeling unfulfilled by other career paths and felt drawn to clinical 
psychology, which they suggested they found more rewarding. Tillett (2003) 
suggested that career choice decisions are influenced by both conscious and 
unconscious motivations. Many participants in the current study explained how they 
gained useful knowledge about their family member’s illness or disability through 
training which improved their understanding of the illness or disability. The need to 
understand more may have been an unconscious drive to enter clinical psychology 
training.
Authors have, however, raised concerns about young-caregivers entering 
helping professions. For example, some have argued that individuals are motivated by 
the desire to repair past events (Jacobs, 1991) and that they place themselves at risk of 
suffering work-related stress (Tillett, 2003). In contrast, in the current study, 
individuals suggested they were motivated by their abilities to draw upon personal 
experience and knowledge to help others, rather than to repair previous events (e.g., 
broken attachments). Although one might argue that choosing clinical psychology (a
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helping profession) is an example o f ‘compulsive care-giving’ (Bowlby, 1977), the 
author suggests that from listening to individuals’ accounts about their motivations for 
their career choice, they wanted to help others as they felt they had the skills to do so 
rather than feeling they had to.
On the other hand, ‘wanting’ to help others could be accounted for by 
Cognitive Dissonance theoiy (Festinger, 1957). Cognitive dissonance is an 
uncomfortable tension caused by holding two conflicting ideas (cognitions) 
simultaneously. The theory proposes that individuals have an underlying drive to 
reduce this dissonance by changing an existing belief or rejecting one of the 
conflicting ideas, resulting in ‘cognitive consistency’ (Brehm & Kassin, 1996). 
Avoidance of cognitive dissonance may contribute to confirmation bias or denial of 
discomforting evidence. Thus, it is possible that ‘wanting’ to enter a caring profession 
may have been put forward by participants as a justification for a decision that might 
have elements of ‘compulsiveness’ which are difficult to think about. They may feel 
compelled to choose a caring career but ignore or deny this. Indeed, dissonance may 
be reduced by rejecting one of the conflicting ideas (e.g., ‘feeling compelled’) and 
holding on to the other idea (that they ‘want’ to enter a helping profession; Brehm & 
Cohen, 1962). In this way, participants’ positivist view could also be considered a 
defensive stance; for example, a reaction formation whereby any resentment at 
‘having’ to is masked by a positivist ‘wanting’ to attitude (Feifel et al, 1967;
Gabbard, 1985).
Nevertheless, many individuals initially chose other career paths and described 
feeling unfulfilled by these, suggesting they had the desire and enthusiasm to enter 
clinical training as opposed to feeling they should choose this career. Furthermore, 
participants described how they were able to receive care and support from others 
(e.g., family members and partners). Thus, in support of research cited in the 
introduction (e.g., Jaeger et al, 2000), there seems to be a lack of evidence in this 
study to support Bowlby’s proposals that childhood care-giving may lead to 
compulsive care-giving. Rather, family factors may play a crucial role in shaping 
career ambitions and goals (Newman & Newman, 2006), and the experience of family 
illness may equip individuals with the necessary skills to achieve a sense of fulfilment 
and reward in their career (Holland, 1997).
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4.2: Implications for Practice
Although previous research in this area has predominantly focused on the 
negative implications, one of the primary implications from this study was that there 
were also positive aspects of growing up with family illness or disability. This study 
may help professionals to identify positive influences which may protect individuals 
from the widely documented negative implications of care-giving. These positive, 
protective influences include social support, family cohesion and the opportunity to 
form secure attachments with others, particularly if one or both parents are 
unavailable; emotionally and/or physically. If these protective influences are not 
present, then it may be important for professionals to intervene and explore ways of 
facilitating these, which may be crucial for coping and adjustment.
The finding in this study and in previous research (Frank, 1995) - that 
individuals do not share stories of family illness and care-giving vdth others -  may 
make it difficult for individuals to receive necessary support, which may be 
detrimental to their adjustment and development, particularly if no protective 
influences are in place. The findings here indicate that coping is both an individual 
and a social process, and that the experience of illness/disability impacts on the whole 
family. Coping was suggested to be influenced by others’ coping. Therefore, it is 
important that professionals identify individuals and families who may be struggling 
to cope. The establishment of young carer’s projects and of young carer’s needs 
assessments (Carers [Recognition and Services] Act, 1995) is likely to help 
individuals to speak out about their experience, needs and resources as well as to 
address needs and facilitate resources. Although close friends and ‘well’ family 
members were seen as a valuable source of support in this study, disclosure to peers 
was not always considered appropriate due to feelings of embarrassment. Making 
young care-givers aware of young carers groups may enable them to share their 
experiences with others facing similar circumstances (Tedeschi & Calhoun, 1995); 
enhancing coping (Byng-Hall, 2002).
Trainee clinical psychologists here suggested their childhood experiences 
played an important role in their career decision-making process, although they 
maintained this was not the only influence and not all were aware of how conscious 
this decision was at the time. Although these participants did not suggest they felt 
pressurised into choosing a helping career, it is important that professionals working
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with young care-givers are aware of the crucial influence their family situation may 
have on later career choices, particularly for those whose education may be affected 
by care-giving. The results propose that individuals who are able to develop positive 
coping strategies may be better able to cope with future plans (Barnett & Parker,
1998), including employment decisions.
Participants identified a range of personal and professional skills which they 
brought to training. The opportunity to share these skills with their peers is likely to 
be beneficial. In support of previous findings (e.g., Leiper & Casares, 2000), some 
also suggested that their clinical interests were influenced by their experience. For 
example, some individuals with a sibling with a learning disability felt drawn towards 
working in learning disability services. It is important that Trainers are aware of this 
and that they provide trainees with the space to reflect on the potential positive and 
negative implications of this; personally and professionally.
Finally, it is possible that, if this experience increases the likelihood of a 
young care-giver becoming a ‘worrier’, this worry may impact on other aspects of 
their life including (for this group of participants) their training and clinical practice. 
Although this was not explored in the present study, it may be important for course 
tutors to consider encouraging former young care-givers to use Supervision and 
meetings with tutors to reflect on their experiences and the impact of this on them, 
their academic work and clinical practice to ensure they are not being influenced by 
excessive worrying, which could lead to professional exhaustion (Tillett, 2003).
4.3: Critical Evaluation
Adopting a qualitative research design allowed the researcher to gain an in- 
depth, richer understanding of participants’ experiences and enabled them to follow 
up ideas and emerging categories. As summarised above, this research identified 
some important implications for practice. However, the current findings cannot be 
generalised beyond the participants in the current study (Elliott et ah, 1999), although 
this study was not aimed at producing a generalisable analysis for all clinical 
psychologists with childhood experience of family illness or disability. Moreover, the 
author acknowledged that the conceptual analysis put forward here was one version of 
many possible interpretations of the data (Charmaz, 2006).
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Furthermore, a key goal of grounded theory is theoretical saturation. As 
explained in the method section, saturation was not possible due to time limitations 
and the small scale design of this study. However, as Willig (2001) argues, saturation 
is an aim of grounded theory rather than a reality (see method). Although saturation 
did not occur, many interesting findings arose. The findings highlight what appeared 
to emerge and not emerge fi*om the data in relation to the research question and, 
therefore, are consistent with the study’s objective.
Similar to Strauss and Corbin (1998) and Charmaz (2006) and contrary to 
Glaser and Strauss (1967), the literature was reviewed before data collection and 
analysis in order to use the data to produce ideas for exploration. Thus, it was possible 
that existing theory, research findings and pre-conceived ideas were at times 
unintentionally imposed on the data. Nevertheless, consistent with the social 
constructionist approach (Charmaz, 2006), the author acknowledged and reflected on 
these ideas and used them to guide further exploration of the data, rather than refute 
their existence or potential influence. Credibility checks were also utilised. 
Furthermore, in order to explore whether the data resonate with participants, they will 
be invited to comment on the extent to which the emerging analysis reflects their own 
experiences and offers them deeper insights into these (Charmaz, 2006).
In relation to the sample used in this study, it is not only possible that the 
experience of living with an unwell or disabled parent was somewhat different to the 
experience of living with a sibling with an illness or disability but it was also possible 
that the experience of living with a relative suffering fi*om a mental illness was 
different to living with a relative with a physical disability (e.g., Jurkovik et al,
1991). Additionally, the negative impact of experiencing broken or insecure 
attachments with an unwell or disabled parent may be greater than an insecure or 
unstable attachment with a sibling. A more coherent analysis might have emerged if 
participants had grown up explicitly experiencing either parental illness or parental 
disability or sibling illness or sibling disability. Nevertheless, commonalities in 
experiences and views did emerge and narrowing down the sample may still have 
given rise to some variation in experiences, as each individual’s experiences may still 
be very different to another.
The researcher acknowledged that the topic being explored was a sensitive one 
and participants were invited to discuss what they felt comfortable discussing.
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However, it is worth noting that a few participants reflected back how they felt the 
questions presented in this study were sensitive and not too probing; allowing them to 
expand on what they felt comfortable with and enabling them to share and reflect on 
their experiences. Many of them reported that the interview had been a positive and 
interesting experience for them.
4.4: Future Research
In response to one of the criticisms outlined above, future research may 
attempt to explore the early experiences of growing up specifically with a parent or 
sibling specifically with a mental illness or a disability, and how this particular 
experience may have influenced their choice of career. Although commonalities 
emerged, it is also possible that these experiences may have different implications on 
the individual and may influence their choice to study clinical psychology or career 
performance in differing ways.
Recently, some authors have claimed that the experience of child care-giving 
may have significant implications on an individual’s ability to function as a therapist. 
For example, DiCaccavo (2006) has suggested that the interaction between the 
client’s and trainee counselling psychologist’s experiences of child caring can affect 
the therapeutic alliance. While some participants in the current study talked about the 
challenges they face in their clinical practice following their experience, these were 
not followed up or summarised in the results section as they did not address the 
research question. Nevertheless, this suggests that early care-giving may have 
important implications on clinical practice and it would be beneficial to explore this in 
future research in order to determine possible influences of personal experiences and 
attachment issues on clinical practice and performance. Subsequently, this knowledge 
may be used to develop interventions to support trainees as well to advise course 
teams on the kind of interventions that may be required for similar individuals 
entering clinical training.
4.5: Reflexivity
As suggested in the method section, my interest in this area arose whilst 
reflecting on my childhood experience of family illness and how this may have 
influenced my motivations for career choice. I remained mindful and acknowledged
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the possible influence of my thoughts and experience on how I listened to 
participants’ stories and on my interpretation of the data. Being aware of my 
individual assumptions, pre-conceptions and biases throughout the research process 
enabled me to reflect on my influence in constructing the data and the results. For 
example, I considered the impact of my own ‘positivist’ views of my childhood 
experience and my positivist approach in thinking about the literature. One might 
argue that my interpretation of participants’ accounts was positive as a result of my 
own optimistic views. However, I reflected on this and discussed my viewpoint, the 
analysis and the results in Supervision as well as read the transcripts and coding 
repeatedly in order to ensure that I had not simply placed my positivist opinions onto 
the data. Recording the interviews, transcribing them verbatim, analysing them using 
line-by-line coding and grounding my analysis in quotation examples from 
participants’ transcripts also aided me to maintain a more objective stance.
Having a predominant background in quantitative research, I noticed how 
much more comfortable I became over the course of the interviews with using the 
interview schedule as a guide rather than following it too rigidly. As I engaged in the 
interview process, I was aware that I became more curious about others’ as well as my 
own experience of family illness, the implications of this and how this may have 
influenced my career path. I felt able to identify with some individuals’ accounts, 
although not all of them. Additionally, I had to remember that my role whilst 
interviewing was to listen and explore and not to act as a therapist. Undertaking these 
interviews made me realise what a sensitive topic this still was to many participants as 
well as to myself in adulthood.
This opportunity has encouraged me to consider the implications of my own 
experience on me in terms of coping and self-identity as well as on how my 
experience influenced my choice to study clinical psychology. This research project 
has left me intrigued to explore the possible implications of family illness/disability 
experience on clinical psychologists’ training and practice.
4.6: Conclusion
This study utilised social constructionist grounded theory to explore trainee 
clinical psychologists’ perceptions of living with long-term family illness/disability, 
and how this experience may have influenced their career choice. Broadly speaking,
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trainees with a history of family illness/disability viewed their experience as a normal 
part of growing up and developed various other strategies to enhance coping. 
Participants described how their experience had a perceived ongoing influence on 
their sense of self and shaped their identity. Self-identity was constructed through the 
care-giving tasks they undertook whilst growing up and in the way they viewed the 
personal consequences of their experience, particularly in relation to the development 
of personality characteristics. Participants constructed very positive stories of their 
experience; however, some negative implications were also put forward. Participants 
suggested that exposure to family illness/disability played a key role in career choice. 
They described bringing a range of professional qualities and specific clinical 
interests to the profession, developed from their childhood experience. These findings 
have implications for practice. For example, in considering potential protective 
influences which may enhance coping and adjustment to family illness/disability, and 
in thinking about the crucial role family circumstances may play in shaping career 
ambitions, as well as how family illness may provide individuals with the necessary 
skills to achieve fulfilment in a clinical psychology career.
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Appendix B: Recruitment E-mail for Directors of Clinical 
Psychology Training Programmes
Dear Director of Clinical Psychology,
As part of my doctoral programme at the Clinical Psychology Department, University 
of Surrey, I am carrying out a study exploring individuals’ perceptions of living with 
a family member with a long-term (4 years or more) illness or disability and the 
possible influence of this experience on their choice of career. I am interested in 
finding out about trainee clinical psychologists’ own personal experiences and views. 
I believe that this research will help to identify some of the implications of living with 
family illness or disability and the possible influence of such experiences on career 
choice. This knowledge may be used to develop interventions to support individuals 
experiencing family illness and trainees through training.
The interview will last approximately 60 minutes and will be digitally recorded for 
transcription. The interviews can either take place at your institution where the 
trainees are training or at the University of Surrey, depending on each participant’s 
preference. All information provided will be kept confidential and anonymous. 
Participants are free to withdraw from the study at any time without having to provide 
a reason.
The study will be written up as a thesis to be submitted as part of the Psych.D clinical 
psychology practitioner doctorate. A summaiy of the findings will be sent to each 
participant once the data have been analysed and written up.
I have attached a copy of the advertisement for recruiting participants. If you are 
happy for me to contact clinical psychology trainees training at your institution, 
would it be possible for you to forward this advertisement to them via e-mail?
If you have any fiirther questions, then please do not hesitate to contact me. Thank 
you for taking the time to read this. I look forward to hearing back from you soon.
Yours sincerely,
Joanna Lunn (Trainee Clinical Psychologist, University of Surrey).
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Appendix C: Advertisement for Participants
Your Help Please!
My name is Joanna Lunn. I am a third year trainee clinical psychologist at the 
University of Surrey. I am currently carrying out my Major Research Project. I am 
interested in exploring trainee clinical psychologists’ perceptions of living with a 
family member with a long-term (4 years or more) illness or disability and their views 
on how this may influenced their career choice.
If you have experience of living with a family member with an illness or disability for 
four or more years, I would like to hear your stoiy in an interview which lasts 
approximately 60 minutes. The interview can take place either at the university where 
you are currently training or at the University of Surrey.
If you would like to take part, or have any further questions relating to this study, then 
please e-mail me using the e-mail address below. Please let me know whether you 
would prefer to be contacted via e-mail or telephone;
My E-mail: XXX
If you agree to take part, I will send you a detailed information sheet, a consent form 
and a demographics questionnaire which you will be able to return to me in the 
stamped address envelope provided. These will be sent to you at your University. 
Following this, I will contact you via e-mail or telephone (depending on which you 
would prefer) to arrange a time and place to meet to carry out the interview.
You will remain anonymous throughout the research and you are free to withdraw 
from the study at any time if you wish to do so, without having to provide a reason.
Your help would be gratefully received. Thank you veiy much for taking the time to 
read this information.
Joanna Lunn, Trainee Clinical Psychologist. 
Supervised by Dr. Susan Howard and Dr. Sue Thorpe.
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Appendix D: Information Sheet for Participants
Thank you for considering to be interviewed for this study. Here is some general 
information about my research. If anything is unclear please ask for fiirther 
explanation either by e-mail or telephone before signing the consent form.
As part of my doctoral programme at the Psychology Department, University of 
Surrey, I am carrying out a study exploring individuals’ perceptions of living with a 
family member with a long-term (4 years or more) illness or disability and views on 
how this experience may have influenced choice of career. I am interested in finding 
out about your own personal experiences and views. I believe that this research will 
help to identify some of the implications of growing up with family illness or 
disability and the possible influence of such a personal experience on career choice. 
This knowledge may be used to develop interventions to support individuals 
experiencing family illness or disability, to support them in their career choice 
decision-making process and possibly to support trainees through clinical training.
The interview will last approximately 60 minutes and will be digitally recorded for 
transcription. As this is a sensitive topic to discuss, the interview may stir up some 
difficult memories and emotions. Therefore, I will ensure that you feel as comfortable 
and contained as possible throughout the interview and research process by asking 
you to discuss only what you feel comfortable discussing in the interview. If you 
should become too upset to continue, or if you decide during the interview that you 
longer wish to continue, then the interview will be terminated straight away. I will 
make sure that you do not leave the interview room in any distress, and ensure that 
you have someone to talk to should you feel this is appropriate. All participants will 
be offered the name and telephone number of a local 24-hour support group at the end 
of the interview, and you will be able to contact me or my Principal Supervisor (Dr. 
Susan Howard), if you would find it helpfiil to discuss further any of the issues which 
arise. I will also ensure that you know how to contact your local Student Counselling 
service. You are free to withdraw from the study at any time without having to 
provide a reason.
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I will assure your confidentiality is maintained and that you remain anonymous 
throughout the research process. The consent form will be the only form to contain 
your name and this will be kept separately from all other data for each participant in a 
secure place at the University of Surrey. In all subsequent documents and data, code 
numbers will be used to identify individuals to maintain confidentiality and the raw 
data will be stored in a safe and secure place at the University. Demographic 
information will also be stored at the University of Surrey but separately from the raw 
data. The anonymised transcribed data will be put onto my laptop computer and will 
be password protected. The interviews will be transcribed and analysed at my home 
address and in collaboration with my Supervisors at the University of Surrey. After 
analysis is complete, the transcripts and recordings will be stored in a locked filing 
cabinet at the University of Surrey for 7 years.
The study will be written up as a thesis to be submitted as part of the Psych.D clinical 
psychology practitioner doctorate. A summaiy of the findings will be sent to you once 
the data have been analysed.
Thank you for taking the time to read this information. If you have any fiirther 
questions relating to this study then please contact me using the following e-mail 
address:
My E-mail: XXX
Or please ring the Clinical Psychology Office at the University of Surrey and leave 
me a message and I will ring you back:
Tel. No.: XXX
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Appendix E: Consent Form for Participants
U N IV ER SITY  O F
SURREY
Unis
Ethics Committee
Consent Form
I the undersigned voluntarily agree to take part in the study on trainee clinical 
psychologists’ perceptions of living with a family member with a long-term illness or 
disability and the possible influence of this experience on career choice.
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators of the nature, purpose, location and likely duration of the 
study, and of what I will be expected to do. I have been advised about any discomfort and 
possible ill-effects on my health and well-being which may result. I have been given the 
opportunity to ask questions on all aspects of the study and have understood the advice 
and information given as a result.
I agree to comply with any instruction given to me during the study and to co-operate fully 
with the investigators. I shall inform them immediately if I suffer any deterioration of any 
kind in my health or well-being, or experience any unexpected or unusual symptoms.
I understand that all personal data relating to volunteers is held and processed in the 
strictest confidence, and in accordance with the Data Protection Act (1998). I agree that I 
will not seek to restrict the use of the results of the study on the understanding that my 
anonymity is preserved.
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•  I understand that I am free to withdraw from the study at any time without needing to justify 
my decision and without prejudice.
•  I confirm that I have read and understood the above and freely consent to participating in 
this study. I have been given adequate time to consider my participation and agree to 
comply with the instructions and restrictions of the study.
Name of volunteer (BLOCK CAPITALS)
Signed
Date
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed
Date
Thank you for taking the time to complete this form. Please return the consent form 
and the demographics questionnaire in the pre-paid envelope to:
Joanna Lunn
Psych.D Clinical Psychology 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
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Appendix F: Demographics Questionnaire
1. Age..............................................................................................................
2. Gender (please circle): Male Female
3. Ethnicity................... ............................................................................................
3. Name of University where Training....................................................................
4. Year of Training..................................................................................................
5. Which relative suffers/suffered (please delete as appropriate) from an illness 
or disability?............................... .................................................... ....................
6. What is/was (please delete as appropriate) their illness or disability?
7. How long have they been /were they ill for?.
8. How old were you when they first became unwell?.
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Appendix G: Initial Interview Schedule
“Thank you for agreeing to take part in this interview. I would like to talk to you 
about your experiences of growing up with a family member with a long-term illness 
or disability and your views on whether this may have influenced your choice of 
career. If there is anything you would like to ask or add at any time please do so”.
1. Can you tell me about growing up with a family member who was unwell/ 
with a disability?
- When did you first hear about them being ill/ having a disability?
- Was this when you first knew about it?
- What did that feel like?
- What was the impact, if any, of this on your experience of growing up?
- Do you feel that finding out about this changed your relationship with them in 
any way?
2. Did you get involved in looking after your family member?
- Do you think it changed you in any way?
- Do you feel that this experience had any impact on your social life?
3. Some people talk about the positive and negative connotations associated with 
the experience of growing up with a family member with an illness/disability.
- What are your thoughts on this?
- Do you feel there have been any positive/negative connotations linked with 
your personal experience?
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5. Do you feel that growing up with ‘X’ has influenced you as an adult?
- Why did choose to study clinical psychology?
- Do you think your experience has influenced you professionally in any way?
- Do you think your experience of having a family member with X’ influenced 
your choice of career?
6. Do you feel your experience has impacted on other aspects of your life?
- If so, on what aspects of your life?
- How has your experience impacted on these aspects of your life?
7. Is there anything that occurred to you during this interview which you haven’t 
thought about before?
- Is there anything else about your experience that I haven’t covered and that 
you feel is important to discuss?
- Do you have any questions which you would like to ask me?
Thank you for your time.
General Prompts:
Could you tell me more about that?
When you said X, could you explain in more detail what you meant by that?
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Appendix H: Amended (Final) Interview Schedule
Note: Questions in bold were subsequently added to the interview schedule, as these 
issues emerged in previous interviews.
“Thank you for agreeing to take part in this interview. I would like to talk to you 
about your experiences of living and growing up with a family member with a long­
term illness or disability and your views on whether this may have influenced your 
choice of career. If there is anything you would like to ask or add at any time please 
do so”.
1. Can you tell me about growing up with a family member who was unwell/ 
with a disability?
- When did you first hear about them being ill/ having a disability?
- Was this when you first knew about it?
- What did that feel like?
- What was the impact, if any, of this on your experience of growing up?
- Do you feel that finding out about this changed your relationship with them in 
any way?
- Do you feel that this changed your relationship with other family 
members in any way?
2. How do you feel you coped as a family?
Was the illness discussed?
3. Did you get involved in looking after your family member? (same question in 
relation to siblings).
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- Do you think it changed you in any way?
- Do you feel that this experience had any impact on your social life?
- Do you feel that this experience had any impact on other aspects of your 
life?
- Do you feel your position in the family influenced the roles you took on?
- Do you think that these roles had any impact on your relationships with 
family members? (same question in relation to others in their life?)
4. Some people talk about the positive and negative connotations associated with 
the experience of growing up with a family member with an illness/disability.
- What are your thoughts on this?
- Do you feel there have been any positive/negative connotations linked with 
your personal experience?
5. Do you feel that growing up with ‘X’ has influenced you as an adult?
- Why did choose to study clinical psychology?
- Do you think your experience has influenced you professionally/ your 
professional choices in any way?
- Do you think your experience of having a family member with ‘X’ influenced 
your choice of career?
- Do you think your experience has influenced your clinical interests?
6. Do you feel your experience has impacted on other aspects of your life?
- If so, on what aspects of your life?
- How has your experience impacted on these aspects of your life?
203 MRP
Research Dossier
- Do you think your experience has or might influence your choice of 
friends?
- Do you think your experience has or might influence your choice of 
partner?
7. Is there anything that occurred to you during this interview which you haven’t 
thought about before?
- Is there anything else about your experience that I haven’t covered and that 
you feel is important to discuss?
- Do you have any questions which you would like to ask me?
Thank you for your time.
General Prompts:
Could you tell me more about that?
When you said X, could you explain in more detail what you meant by that?
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Appendix I: Example of a Coded Interview Transcript
Note: Some information has been changed or omitted to preserve anonymity.
Transcript
IVR: Okay so thank you for 
agreeing to take part in this 
interview. I would like to talk to 
you about your views on your 
choice of career and your 
experience of growing up with a 
family member with a long term 
illness or disability. If there is 
anything you would like to ask or 
add at any time then please do so.
Line-by-Line Coding Focused Codes
rVR: Okay so to begin, can you 
tell me about growing up with a 
brother with a learning disability?
MELANIE: Um he is disabled in 
a sense that he can’t talk, um hé 
can’t, he hasn’t got control of his 
sort of personal functioning.
Brother being disabled 
Brother having difficulties 
Brother having difficulties
Describing
brother’s
difficulties
rVR: Right.
MELANIE: Um, so he is 
different, abnormal is a horrible 
word but disabled is a better 
word, he is not, he can’t um do 
things that other people can.
Brother being different 
Not liking the word ‘abnormal’ 
Brother being disabled 
Brother’s difficulties
Brother being 
‘different’
rVR: Right
MELANIE: And what was the 
question, was it growing up with 
someone...?
Clarifying the question
IVR: Yes, if you can just tell me 
about growing up with a family 
member with a disability?
MELANIE: Yeah. Um well 
because he is older than me, 
there’s um there is six of us. Um 
my younger sister, he comes, 
third, Sony.
Brother being older 
Describing family
Situating brother in the family
Describing
Family
Background
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IVR: That’s okay.
MELANIE: He says that he, he 
is 30, he was 30 this year, um so 
he says and I am fifth, that’s of 
the six of us.
IVR: Right.
MELANIE: I have got five 
brothers and sisters. So I would, 
he was already bom when I was 
bom so it was, it was completely 
natural.
Brother’s age
Situating self and brother within 
family
Describing family constitution
Brother already being bom 
Experience being natural
Describing 
positions in the 
family
Experience 
being ‘natural’ 
as brother was 
older
IVR: Yeah.
MELANIE: It wasn’t anything 
unusual, it was the family and 
there is Johnny who couldn’t do, 
Jonathon but we call him Johnny 
because he doesn’t do as much as 
the rest of us, so it was just 
Johnny so it didn’t really uh, it 
didn’t make any difference, I 
think until probably when I went 
to school and then perhaps um, I 
don’t really remember but I am 
sure at some point I must have 
thought oh other people don’t 
have problems with Down’s 
syndrome.
IVR: Mmmm.
MELANIE: Um I wonder 
whether I went through a period 
of being a bit embarrassed about 
that, I probably did.
rVR: Uh ha.
Experience not being unusual 
Brother’s difficulties
Comparing brother to siblings
Johnny being Johnny 
Brother’s difficulties not making 
any difference 
Going to school 
Not remembering when
Realising not all others’ have 
learning disabilities.
Potentially feeling embarrassed
Describing a 
sense of 
normality
Brother being 
brother - 
normality
Realising 
brother was 
different
Experiencing 
personal 
feelings of 
embarrassment
MELANIE: And I think I 
remember inviting people over 
and he makes noises, he sort of, 
he groans a lot which is, he is not 
in pain or anything he just does 
that and um people would come
Inviting fiiends home 
Brother making noises 
Brother groaning 
Brother not being in pain
Describing
brother’s
behaviour
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around and they would say what’s 
that noise? And I would say oh its 
Johnny, do you want to go and 
say hello? And people would say 
no. And I remember there was 
this one guy coming around and 
he ran away in tears and I just 
thought oh my God people have 
got such stigma.
IVR: Mmmm.
MELANIE: About, you know to 
me he was my brother, and he is 
little, he is little, and um, this guy, 
I mean we just thought that it was 
tunny, he came around and said 
“oh what’s that noise?” and I said 
its probably Johnny do you want 
to say hello?
And he went “no, no” and then 
ran off in tears and we just 
thought that it was hilarious 
because, that he was so scared....
IVR: Yes.
Others’ questioning noises 
Being honest
Asking others if they want to meet 
brother
People not wanting to meet brother 
Remembering a particular incident 
Others being frightened
Thinking about stigma
Brother being my brother 
Brother being harmless 
Family finding the situation funny 
Others’ questioning brother’s 
behaviour
Explaining to others 
Others being scared 
Finding others’ reactions funny
Others’
perceptions of 
brother being 
associated with 
stigma
Describing a 
sense of 
normality
Others’
perceptions of 
brother
MELANIE: ... .Of somebody that Brother being small 
was so sort of, little....
IVR: Mmmm.
MELANIE: ...and cute, my 
brother, so um that was a bit of 
shock that it could actually make 
people upset to see him.
rVR: Mmmm.
MELANIE: Um but other than 
that I think we tend to sort of, as a 
family we just joke and we find it 
funny and laugh at any sort of 
negative reaction.
IVR: Mmmm.
Brother being cute 
Feeling shocked by others’ 
reactions
Family coping by joking 
Coping with negative reactions by 
coping
Feeling shocked 
by
others’
reactions
Family coping
MELANIE: Um and most of my 
fiiends just, whenever, well.
Recalling friends 
Recalling previous home
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where I used to live in X, um, 
when I go home to see my family 
and my friends
IVR: Mmmm.
Going home
Seeing friends and family
Going home
MELANIE: They come around 
and they all say hello to Johnny 
and it’s just been that, he’s, you 
know it’s normal. So growing up 
with Johnny was no different. I 
don’t know what it would be like 
not growing up with Johnny....
IVR: Mmmm. Yeah.
MELANIE: ... .Because he was 
bom, when I was bom, he was 
already there. I think it would be 
different perhaps for my older 
sister
Friends at home saying hello and 
accepting brother 
Situation being normal 
Growing up with brother not being 
different
Not knowing life to be any 
different
Brother already being bom
Possible differing experience for 
older siblings
Situation being 
normal
Positions in 
family
Situation being 
normal for self
IVR: Mmm mmm.
MELANIE: Who wasn’t, she 
was older than him
Sister being older
IVR: Mmmm.
MELANIE: That would be a 
different story.
IVR: Um and it sounds like it 
wasn’t until you went to school 
that you realised actually that he 
was a little bit different from, 
from other children?
Sister holding a different story
Family 
members’ 
having different 
perspectives
MELANIE: I am sure that Mum 
would have said you know that it, 
I would have known, I would 
have known since I was a little 
child but ac, I would have 
probably have said “oh what’s 
wrong with Johnny or something, 
why Johimy, why can’t Johnny 
speak and my Mum would have 
said “oh because he has got 
Down’s Syndrome” and I am sort
Mother probably saying brother 
was different
Knowing brother had a disability 
from a young age 
Probably asking questions about 
brother
Asking questions about brother’s 
difficulties
Mother explaining brother’s 
difficulties
Knowing and 
asking about 
brother’s 
disability
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of oh...
IVR: Mmmm.
MELANIE: You don’t really Not questioning the situation as a
question as a child you just accept child
what you are told and probably at Accepting information
school, someone might have said. Noticing differences at school
seen somebody without, oh I
don’t know...
Accepting the 
disability and 
situation
rVR: Yes
MELANIE: ....Something would 
come up and that made me think,
“oh other people find it unusual”, unusual
rVR: Yes
Others finding the experience
Other’s 
perceptions of 
disability
MELANIE: But I don’t ever 
remember a time when I felt 
awkward about it or....
Never feeling awkward
IVR: Mmmm.
MELANIE: ....Um, ashamed, I 
have never felt ashamed. Um 
probably at some, when I was 
little, I probably felt a bit 
embarrassed.
Never feeling ashamed
Potentially feeling embarrassed 
when younger
Personal 
feelings about 
disability
IVR: Mmmm.
MELANIE: ....About bringing Feeling embarrassed about
friends home. I think I did, I don’t bringing fiiends home 
exactly remember a particular....
Feeing
embarrassed -  
implications on 
friendships
IVR: Yes, yes
MELANIE:.... Incident but my
fiiends were, my good fiiends, it 
wasn’t a problem.
IVR:Uhha.
MELANIE: Um so nothing 
really sticks.
IVR: Okay yes. Um and what
Not remembering a particular 
incident
Good fiiends accepting the 
situation
Not remembering anything 
significant
Having good 
fiiends
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was the impact, if any, of this on 
your experience of growing up?
MELANIE: Very little impact. 
IVR: Mmmm.
MELANIE: ...In terms of, 
perhaps more impact, (pause) 
maybe it was just that the impact 
would be more, um not obvious to 
me, it would just be something 
that would gradually make us see 
the world slightly differently....
IVR: Mmmm.
MELANIE: ....Rather than 
thinking, having a sort of a 
moment of, this really changed 
the way that I thought...
IVR: Yes
MELANIE: ....Because he was 
older than me and I think maybe 
it just made me appreciate um, 
disability more and how people 
can be stigmatised.
IVR: Mmmm.
Experience having little impact on 
growing up
Contemplating the impact
Possibility of impact being 
unnoticeable
Gradually seeing the word 
differently.
Change in thinking not being 
dramatic
Brother being older 
Appreciating disability
Knowing about stigma
MELANIE: But my, my parents. Parents, particularly mother.
particularly my Mum was veiy, 
she didn’t really make a big deal 
of it, she just sort of got on with 
things and.... (pause).
rVR: Mmmm.
MELANIE: Um he takes quite a 
lot of, a lot of looking after. He 
needs, he can’t, he can just sort of 
feed himself but he can’t really.
IVR: Mmmm.
modelling coping 
Mum not making a big deal 
Mum getting on with things
Brother needing looking after 
Brother’s practical difficulties
Impact on 
growing up 
being minimal
Impact of 
experience on 
childhood
Positive 
personal 
implications of 
experience
Mother’s
coping
Getting on with 
the situation
Brother’s needs
MELANIE: He just uses his 
hands now.
Brother using hands to eat
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IVR: Mmmm.
MELANIE: So it’s quite a lot of 
work for her but it, it was 
“normal” really was all that I 
remember.
IVR: Yes.
MELANIE: I am sure, um my 
older sister Stephanie, or my older 
brother Barry would, would have 
a different sort of perspective 
because they grew up and then he 
was bom and I think that things 
changed a lot, I think that Mum 
really stmggled.
IVR: Mmmm.
Brother being demanding on 
mother
Situation being normal
Other siblings having a different 
perspective to self
Other siblings being bom before 
brother with a learning disability 
Home life changing after brother 
was bom
Mum struggling initially
Situation being 
normal
Changes for 
older siblings
MELANIE: But that had all 
taken place and it was all over by 
the time I was bom and I think 
that was actually why she had 
more children because she had 
Stephanie and Barry and Jonathon 
and I think she wanted more 
children because she felt like she 
was a failure and she felt like um 
it was her fault that he had been 
bom with Down’s syndrome and 
it’s crazy, she knows that it’s 
irrational but she...
Self not being bom
Difficulties being over when self
bom
Reason for mum having more
children
Family situation
Mum wanting more children
Mum feeling like a failure
Mum blaming self for brother’s
disability
Mother knowing irrationality of 
this
Mother’s initial
difficulties
coping
IVR: Mmmm.
MELANIE: ..felt like she wanted 
more children sort of to try and 
compensate for that. So for me 
it’s been, so the impact has been 
very small.
IVR: Uh ha.
Mother having more children to 
compensate
Impact on self being small
Impact on self 
being minimal
MELANIE: Um compared to 
actually the impact on, probably 
the rest of the family, for me and 
my younger brother.
Impact being less on younger 
siblings
Position in 
family
impacting on 
coping
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MELANIE: Particularly, veiy 
little sort of low impact etc., I 
mean it’s Johnny, we’d go and 
see him and you know play with 
him and do things like that when 
we were growing up.
Having a lower impact 
Brother being brother 
Playing with brother when 
growing up
Brother being 
brother -  sense 
of normality
rVR: Mmmm.
MELANIE: Um, but yeah I 
hadn’t really thought of it, my 
sister, my older sister didn’t really 
talk about him much, didn’t really 
have much to do with him so I 
don’t know whether there was 
more of an impact on her.
Not thinking about this previously 
Older sister not talking about 
brother
Older sister not being as involved 
Contemplating differing impact on 
different family members
Positions in 
family and 
differing impact
rVR: Mmmm.
MELANIE: And that’s why she 
does not really spend much time 
with him. She isn’t very good 
with him, she doesn’t really know 
what to do or how to act.
Different relationships between 
brother and other siblings 
Sister finding experience more 
difficult
Positions in 
family and 
differing impact
IVR: Yeah, yeah
MELANIE: It’s a bit awkward so 
for example, if I am going away 
with Mum and the family for a 
weekend, you can’t ask Stephanie 
to look after him.
Situation being awkward
Not being able to ask sister to help 
out.
Differing family 
roles
IVR: Right.
MELANIE: Because she doesn’t Older sister finding the experience 
know what to do, she is really sort difficult 
of anxious whereas it’s easy for 
me, or my brother Philip who, 
will go and take, make sure that 
he is fine, if my Mum wants to 
get away for the night. So, yeah I 
really can’t think of anything to 
say, rather than it, it was very 
normal.
Younger siblings finding the 
experiences easier 
Helping to look after brother
Experience being normal
Differing family 
roles
Experience 
being normal
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IVR: Yes.
MELANIE: With the odd sort of 
embarrassing thing perhaps if 
someone is talking about someone 
with learning disabilities when I 
was eleven plus?
IVR: Mmmm.
MELANIE: Oh my brother’s got 
learning disability - should I talk 
about it, or should I not?
IVR: Yes.
Sometimes feeling embarrassed
Others talking about learning 
disabilities
Feeling
embarrassed
Questioning whether or not to talk 
about brother to others
Questioning 
whether to 
discuss 
brother’s 
disability with 
others
MELANIE: And then to my, my 
close friends, I must have at some 
point, well I can’t remember 
when and they, they were fine 
with it and it was normal and it 
was great um they were, they just 
used to say “oh can I go and say 
hello to Johnny?” and I would say 
“yes of course go in you know, 
he’s there” and they would, they 
were very fiiendly to him so yeah 
I can’t really think of anything 
else.
Talking to close fiiends 
Not remembering when
Friends accepting situation
Friends visiting brother
Letting fiiends see brother 
Close friends being fiiendly 
towards brother 
Not thinking of anything more.
Close fiiends
accepting
situation
IVR: Okay that’s fine. I mean do 
you feel that um that your 
brother’s disability changed your 
relationship with him in any way?
MELANIE: Um I guess it 
wouldn’t change anything 
because he was bom like that.
IVR: Yes. How about in relation 
say to your other siblings?
MELANIE: Yeah um, well yeah 
it’s a completely different 
relationship. He is, my Mum calls 
him an “eternal child” um which 
isn’t the most sort of um, what’s 
the, I can’t think of the phrase, 
it’s not the, it’s not the sort of the
Relationship with brother not 
changing
Relationship 
with brother 
staying same
Having a different relationship 
with siblings
Mum seeing brother as an eternal 
child
Way mother thinks about brother
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way that perhaps people that work 
with learning disabilities would 
call, would talk about um people 
with learning disabilities but 
that’s the way that she feels about 
him and that’s how she loves him 
I suppose, as an eternal child, he 
is still growing up to her and I 
think that’s her way of perceiving 
him so she will, which in some 
ways is very, veiy good because 
it’s very nurturing but in some 
ways um, to be honest I do think 
that, that she has, she could have, 
he could have more independence 
than he does.
IVR: Right.
MELANIE: But he is in his 30’s. 
rVR: Mmmm.
MELANIE: I don’t think people 
thought the same way that they do 
now about sort of, independence 
and helping people become um 
self sufficient as they possibly can 
um, and I have completely 
forgotten the question now?
IVR: That’s okay, it was whether 
your brother’s disability had any 
impact on your relationship with 
Johnny or with your other siblings 
in any way?
MELANIE: Uh well yeah, I can’t 
talk to him. I can’t seek advice 
fi“om him (Johnny). I can’t have 
arguments with him, um I look 
after him. Um well I don’t have to 
but, but, if Mum’s away and it’s, I 
am happy to.
IVR: Mmmm.
MELANIE: But, if there is no, 
there is no way he could possibly
Possibly being ‘un-politically 
correct’
Mother’s feelings towards brother 
Mother living brother as an eternal 
child
Mother’s perceptions of brother
Strengths of mother’s perceptions
Thinking about mother’s 
perceptions
Thinking brother could be more 
independent
Mother’s 
perceptions of 
brother
Brother’s age
Comparing current perceptions of 
disability to past perceptions 
Helping people to be more 
independent 
Clarifying the question
Comparing 
current and past 
perceptions of 
disability
Not being able to talk to brother 
Not being able to do certain things 
with brother 
Looking after brother
Feeling content to look after 
brother
Role in relation 
to brother
Brother’s difficulties
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he, he, he pretty much doesn’t 
give you eye contact and if he 
does, it’s fleeting and he’s not, 
there is no, I wonder if sometimes 
whether he is autistic because he 
has got these sort of routine things 
where he just brings things over 
and um, um, I think there might 
be some sort of autistic features. 
That’s very, there is no sort of 
emotional response there at all.
IVR: Mmmm.
Brother not giving eye contact
Considering whether brother is 
autistic
Brother displaying autistic-like 
traits
Brother not being emotional
Brother’s
difficulties
MELANIE: He will hold your 
hand and that’s it. So while I love 
him, it’s quite difficult to feel a 
bond.
Brother having minimal physical 
contact
Difficulty feeling bond with 
brother
Relationship 
with brother
IVR: Right.
MELANIE: I do feel a bond 
because he is my brother but it’s 
quite difficult to sort of feel 
emotionally attached to him 
because he is, certainly mostly 
unattached because he is very sort 
of veiy insular, he has got his own 
little world and he is happy doing 
what he is doing and you can’t 
have fun with him and play with 
him and enjoy things with him, he 
doesn’t really enjoy anything as 
far as I know, I have never 
noticed.
Feeling a bond
Difficulty feeling emotionally 
attached to brother 
Brother’s world
Brother’s difficulties
Brother’s difficulties
Not being able to enjoy things 
with brother
Difficulty 
experiencing an 
attachment with 
brother
IVR: Right.
MELANIE: But he won’t smile 
or anything like that really.
Really, he might smile 
occasionally but you have got no 
idea of what he is laughing at, but 
because of that, it’s really, it’s 
hard to, to feel attached to him but 
obviously I do because I have 
known him all my life.
IVR: Yes and do you think that.
Brother not smiling
Brother smiling occasionally
Not knowing why brother is 
laughing
Difficulty feeling attached to 
brother
Knowing brother throughout life
Difficulty 
feeling attached 
to brother
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that having a brother with a 
disability had any impact on your 
relationship with your other 
siblings?
MELANIE: (Pause). Um, no. I 
don’t think so. Um perhaps they 
were slightly different but then I 
wonder if Stephanie would have 
been different if Jonathon hadn’t 
been bom? Perhaps then my life, 
but I don’t think so because she 
was sort of 15, she’s a lot older 
than me and she was obviously a 
teenager anyway and I had my 
little brother and we, we would go 
off and play. So I don’t I, there 
probably is some sort of indirect 
relationship that, that is different.
IVR: Mmmm.
Experience not impacting on 
relationship with siblings 
Possibility relationships may have 
been different
Considering relationship with 
older sister if brother hadn’t been 
bom
Sister being older
Spending time with brother 
Having a different relationship
Contemplating 
impact of 
disability on 
sibling 
relationships
MELANIE: But no.
IVR: So I guess it sounds like 
that because your brother has 
always had a disability that it was 
just normal?
MELANIE: Yeah. It’s really 
hard to sort of say what would 
have been if he’d not had that, 
there would have obviously been 
a difference...
Difficulty thinking how things 
might have been different
IVR: Mmmm.
IVR: Okay and how do you feel 
that you coped as family?
MELANIE: Very, veiy well, it 
was down to Mum was the 
reason, not to Dad who stmggled 
to cope. Mum’s sort of this solid 
person that sort of whatever 
happens copes.
IVR: Mmmm.
Family coping well 
Mum’s positive role in coping 
Dad stmggling to cope 
Mum coping well
Family coping
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MELANIE: But actually Dad 
said that she struggled to cope 
when he was bom because she, 
she, she felt veiy, veiy guilty and 
didn’t really know what to do and 
Dad said she stopped laughing, 
she just laughed during the 
comedy programmes, but I 
remember, I always remember 
him saying that she just, they used 
to sit and watch comedy 
programmes and after Johnny was 
bom she didn’t like comedy 
programmes and never has, and 
she laughs now and you know I 
wouldn’t know any different but 
he said that she actually there was 
a change.
Recalling father’s story about 
mother’s coping
Mother stmggling to cope initially 
Mother feeling guilty
Changed in mother following 
brother’s birth
Mother changing 
Mother changing
Mother changing
Mother laughing now 
Self not knowing any different 
Mother changing at the time
Mother’s
coping
changing
IVR: Mmmm.
MELANIE: So I think that 
because I was bom after Johnny, I 
really, I don’t really, I don’t know 
and the family don’t particularly, 
talk about it, but it’s not 
something that comes up a lot um, 
I would say that probably the 
relationship between Mum and 
Dad was um, it became 
problematic, possibly, around that 
time because they have now split 
up.
Being bom after brother 
Not knowing
Family not talking about the 
situation
Parents’ relationship becoming 
difficult
Parents splitting up
Family not 
talking about 
the situation
Impact of 
disability on 
parents’ 
relationship
IVR: Right.
MELANIE: Um, and I don’t 
know whether that was, would 
have made a difference, I wonder 
whether they would have split up 
anyway because Dad went and 
had affairs and I think that that, 
but I don’t know whether that was 
the reason he went off having 
affairs.
IVR: Right.
Not knowing the impact of 
brother’s disability 
Parents splitting up
Parents having relationship 
difficulties
Not knowing the impact of 
brother’s disability on parents’ 
relationship
Impact of 
disability on 
parental 
relationship
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MELANIE: Um but I think Mum 
held the family together in terms 
of um, just her, her attitude about 
Jonathon and how we live with 
him and she didn’t want him to go 
into a home, she said that, that 
was sort of, but I think Dad 
probably said at one point, oh I 
think he should go into a home 
and I think that she said “no that’s 
not happening, you can go if you 
want too, but he is not going to 
that” (laughs). So um, yeah I 
think she sort of forged the family 
together.
Mum holding the family together 
Mum’s attitude to disability 
Mum wanting brother to be at 
home with the family
Father considering finding brother 
a home
Mother not wanting brother to go 
into a home
Mother holding the family 
together
Mother holding 
the family 
together - 
coping
rVR: Mmmm.
MELANIE: Around it. And not 
that Dad didn’t do his bit, he was 
sort of there for Johnny and that 
kind of thing but I think 
emotionally, he is not, he would 
never be, you have to have a 
certain sort of attitude to be able 
to cope with somebody who has 
such a severe disability because 
he never learned to talk and that, 
you know if you sort of think....
Father’s role in relation to brother
Father not being emotionally 
available for brother 
Needing a particular type of 
attitude to cope 
Traits needed for coping with 
severe disability 
Brother’s difficulties
Family eoping 
with brother’s 
diffieulties
IVR: Yes.
MELANIE: ....Of all the
milestones, you know he (Johnny) 
didn’t meet any of them, it must 
have been really hard for the first 
few years.
Brother’s difficulties 
Initially coping with brother’s 
difficulties Family coping
IVR: Mmmm.
MELANIE: But by the time I 
was bom, everybody knew 
Johnny and you know, everyone 
had sort of known him, this is 
Johnny, this is how he is going to 
be and it was fine.
Self being bom
Family dynamics when self bom 
Family accepting brother’s 
diffieulties
Family
accepting
brother’s
diffieulties
IVR: Mmmm.
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MELANIE: But I should think 
those first few years, those, those 
first five or seven years would 
have been, a big, would have been 
a big impact on, the family.
IVR: Mmmm.
Thinking about family’s initial 
experiences of disability
Difficulties initially impacting on 
family
Initial family 
coping
MELANIE: Because I wasn’t 
there, I was yet to be bom.
Not being bom yet
IVR: Yes.
MELANIE: So no but certainly, I 
don’t think that it had any sort of 
negative impact, except for Mum 
and Dad, amongst the kids.
Experience not impacting 
negatively on the children
Impact of 
disability on 
siblings
rVR: Mmmm.
MELANIE: I think Stephanie 
said at a very early stage “I don’t 
want to help out at all” and Mum 
said fine that’s, that’s your choice 
um and I don’t think Barry did 
much to help, probably because 
Mum never asked.
One sibling not wanting to help 
out
Mother accepting siblings’ choices 
Other brother not helping
Mum never asking for help
Older siblings 
not helping out
rVR: Mmmm.
MELANIE: And Lesley was the 
only one, we were both the 
youngest so then we were sort of 
little.
One sibling helping out 
Younger siblings helping out
Younger 
siblings helping 
out
IVR: Mmmm.
MELANIE: And as I got older I 
thought ‘oh I never want to work 
wiA people with learning 
disabilities, I love Johnny but 
that’s it, that’s it’....
IVR: Yes.
Getting older 
Thinking about career
Not wanting to work with people 
with learning disabilities
Growing up 
Not wanting to 
work with 
people with 
teaming 
disabilities
MELANIE: ....And then I found 
myself doing this job (clinical 
psychology training) and I’m 
thinking what am I doing here?
Realising career choice 
Entering clinical training
Questioning how ended up in this
Questioning 
career choice
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(laughs). career
IVR: Yeah. Just going back to 
what you said earlier, in relation 
to helping out. Did you get 
involved in looking after your 
brother?
MELANIE: Not until I was 
about, 14, 15, yeah I think I was 
sort of completely selfish and just 
didn’t even think, hadn’t even 
registered that it would be a 
burden for Mum.
Looking after brother at 14/15 
Being selfish
Not thinking to help before then 
Not thinking about the impact on 
mum
Not thinking to 
help out
rVR: Mmmm.
MELANIE: I, I think that when 
you are young you are quite, well 
I certainly was, quite into things 
like yourself and you’d, and I’d 
go out and it just wouldn’t occur 
to me that, that Mum would feel 
bad or that must again show how 
well she sort of, she, she made it, 
she just made it normal. There, 
there was Johnny and Mum 
would make sure that Johnny was 
fine and that was it.
Recalling childhood
Thinking about self when younger
Being self-absorbed
Not thinking about impact of
brother’s disability on mum
Mum making experience seem 
normal
Mum looking after brother
Not thinking 
about impact on 
mother
Mother making 
experience 
seem normal
IVR: Yes.
MELANIE: With Dad’s help um 
so, what was the question again?
IVR: Just whether you got 
involved in looking after...?
MELANIE: ....Ah yeah that’s 
right. So probably when I was 
about 141 think I, probably 
started saying “oh do you want 
any help?” because she, she never 
asks for help with anything and 
that’s not just help looking after 
Johnny, it’s help with any sort of 
cleaning or anything, it just winds 
me up because I think she should
Dad helping 
Clarifying question Father helping
Being 14 and looking after brother 
Asking mum if she needed help
Mother not asking for help
generally
Getting fhistrated
Thinking mum should ask for help
220 MRP
Research Dossier
but anyway um so I think at some 
stage I must have thought oh 
maybe Mum’s actually being 
really, maybe she’s really 
struggling kind of with looking 
after my brother who has a severe 
learning disability. Um so I 
probably started helping out a 
little bit here and there and um 
helping him in the bath and things 
like that.
Thinking at some point
Thinking that mum might be 
struggling to look after brother
Starting to help mum 
Helping to bath brother
Starting to help 
mum with 
looking after 
brother -  care- 
giving
IVR: Right.
MELANIE: Um it was enough 
because he ean feed himself but 
it’s fine when he is at the respite 
and they say “oh he can feed 
himself’ but they’ve got time to 
clean up eveiyday.
Brother’s abilities 
Brother going to respite
Carers having time to clean up 
after brother
Brother’s
abilities
IVR: Yes.
MELANIE: But it will be going 
all over the floor and if you do 
that three times a day it’s a lot of 
work So yeah, from then on and 
then now, if I am around I will 
help. But because I don’t live in 
the same town anymore, my 
brother Bill and hds girlfnend, 
they live at home and um they 
will make sure that he is fine 
when Mum eomes to visit me or 
something like that.
Having to clear up after brother
Helping out
Not living close to brother 
anymore
Other family members helping out 
Others helping out
Helping to look 
after brother -  
care-giving
Others helping 
out
IVR: Yes.
MELANIE: It’s not a problem at Helping not being a problem 
all.
rVR: Okay.
MELANIE: So since then really 
from 14 years onwards.
IVR: Yeah
Helping not 
being a problem
Helping sinee 14 years of age
Helping out
MELANIE: Whenever it was Helping out when needed
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needed.
IVR: Okay and do you think that, 
that looking after your brother 
since 14 has changed you in 
anyway?
MELANIE: Yeah I am sure it 
did. Um, it makes you less selfish, 
it makes you think more about 
other people, think more about 
people with disabilities, not just 
with learning disabilities but any 
sort of disability.
IVR: Yes.
MELANIE: It makes you 
appreciate what you have got. It 
makes you realise that someone 
with a learning disability is just as 
much of a person and has just as 
much sort of character as, as 
anyone else. Um so I guess that 
the stigma thing, it’s hard to sort 
of hold on to but to others they 
are abnormal or something or 
always being scared like when 
kids are around. I mean that really 
shocked me that, that it can have 
a, it, it sort of changed me in a 
sense that I, I became aware of, 
stigma probably early on.
IVR: Mmmm.
Helping out
Self changing 
Becoming less selfish 
Thinking about other people
Thinking about people with 
disabilities
Experiencing 
changes in 
relation to self
Being more appreciative
Viewing person with a disability 
as a whole person, like anyone else
Thinking about stigma
Others viewing disability as 
abnormal
Others being scared of disability
Feeling shocked by others’
reactions
Self changing
Becoming aware of stigma from 
early age
Positive 
implications of 
experience on 
self
Being aware of 
stigma
MELANIE: And, and the impact 
it can have.
Being aware of impact of stigma
IVR: Um, okay and do you feel 
that this experience has had any 
impact on your social life?
MELANIE: No, not really. 
People, people would come 
around, I remember there was this 
one girl, Christine she came 
around and she decided that she 
was going to teach Johnny to talk
Experience not impacting on 
social life
Recalling incident with a friend 
Friend wanting to teach brother to
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(laughs); and we all said “right, 
okay fine, you go and teach 
Johnny to talk” and she would sit 
in there and she would say “say 
hello” and we thought we.. .um, 
and Mum would say “oh you 
know, if she wants too, it’s fine” 
and so, he wouldn’t and, so I 
remember sort of funny little 
things like that.
talk
Friend trying to teach brother to 
talk
Mother being okay with fiiend’s 
actions
Remembering fimny situations
Friend’s 
behaviour 
towards brother
IVR: Mmmm.
MELANIE: So yeah it’s, it has 
changed some things in the sense 
of it is part of my, sort of my 
narrative, my story.
Experience becoming part of 
social narrative
Personal 
narrative 
developing 
firom experience
IVR: Mmmm.
MELANIE: Um but normally it’s 
more it’s sort of funny little 
events like that - like her trying to 
teach Johnny to talk and not 
appreciating, not, not knowing 
how ignorant people are because I 
am sort of, to me it’s obvious that 
Johnny is Johnny and he is not 
going to, he is not going to talk 
um...
Remembering funny incidents
Not realising others’ ignorance of 
lack of understanding of disability
Knowing brother will never talk
Others’ lacking 
understanding 
of disability
IVR: Yes.
MELANIE: ....But it sort of 
made me think that people 
actually think that you know they 
have really little awareness of 
what, of what a learning disability 
is, they think um in the work I do 
now, whereas a large amount of 
people do still think “oh if they 
give them the right pills, that 
person with autism will be fine”. 
So it’s, it’s not unusual and that’s 
quite shocking. So it’s a real eye 
opener; it’s not only children like 
Christine because what, 14 or 
something but for adults to sort of 
think, certainly for them to think
Through experience realising 
others’ lack knowledge of learning 
disability
Thinking about current work
Others thinking medication can 
cure difficulties 
Feeling shocked by others’ 
opinions
Having a realisation 
Not only children lacking 
awareness but adult too
Others’ lacking 
awareness and 
knowledge of 
disability
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or have little awareness because 
they do um so but other than that, 
other than the humorous little 
stories, unless I’m unconsciously 
suppressing things (laughs), I 
mean, you know, I don’t 
remember it affecting my social 
life accept for the odd time that 
like um, a boyfriend or someone 
might come around my house and 
I think I think ‘oh are they going 
to punish me um, but then I 
actually start thinking well if they 
don’t like Johnny then they are 
not worth knowing.
Only remembering comical stories
Not remembering the experience 
impacting on social life 
Experience only occasionally 
impacting on relationships
Thinking whether boyfnends may 
punish self
Thinking others should accept 
brother
Impact of 
experience on 
social
relationships
IVR: Mmmm.
MELANIE: So it probably didn’t 
last long, it probably was between 
when I was 14 and, no probably 
between 12 and 14 years that I 
sort of it, maybe I was a bit 
awkward about talking about it 
but then after that at some point I 
decided that it just wasn’t, if 
anyone had a sort of, a negative 
reaction socially um then they 
weren’t worth knowing.
IVR: Mmmm.
Impact on social life not lasting 
long
Being between 12 and 14 years 
Feeling awkward about talking 
about brother’s disability
Deciding that other’s negative 
reactions were not important
Feeling
awkward about 
talking about 
brother’s 
disability
Realising
others’
reactions were 
not important
MELANIE: Or I became quite 
proud of telling people that I had 
a brother with a learning 
disability um and I was just 
interested in seeing their reaction.
Becoming proud of brother 
Being interested in other’s 
reactions
Feeling proud 
of brother
IVR: Mmmm. Okay. And do you 
think that your position in the 
family influenced any of the roles 
that you took on in relation to 
your brother, or within the 
family?
MELANIE: ....Maybe. Maybe... 
I mean Stephanie and Barry are 
the two oldest and they have had 
very little to do with Johnny
Position in family possibly 
influencing roles
Eldest children not being as
Position in 
family and 
undertaking 
roles
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before. Not that they’re, not that 
they’d sort of say anything 
horrible about him.
involved
Eldest siblings not being horrible
rVR: No.
MELANIE: But they just never 
have been involved. My brother, 
he lives in America now and he’s, 
he always asks after all of us but 
he never asks after Johnny, 
thinking about it.
IVR: Mmmm.
MELANIE: And I, I don’t know 
why that is, whether it’s sort of 
being ashamed or being, I don’t 
know. So I guess, I mean my 
attitude is completely different
IVR: Right.
MELANIE: Um but certainly my 
role is, I feel very differently and 
I think I feel the same as my 
youngest sister and my younger 
brother, it’s my own blood. So I 
guess that maybe that because we 
weren’t bom, I don’t know maybe 
when he was bom, maybe there is 
difference. Um it would be 
interesting to know.
IVR: Mmmm.
Eldest siblings never being 
involved
Brother living abroad 
Brother not asking about brother 
with a learning disability
Not knowing why 
Considering whether eldest brother 
is ashamed
Having a different attitude to elder 
siblings
Having a different role to older 
siblings
Feeling differently to elder 
siblings
Being similar to younger siblings
Differences between younger and 
older siblings
Being interested to know reasons 
for these differences
Family
member’s roles 
being different
Family 
member’s 
attitudes being 
different
Different roles 
within the 
family
MELANIE: In the family, maybe 
my position did have an impact. 
Certainly me and my brother and 
my younger sister, we spend more 
time with Jonathon and are more 
sort of supportive of Mum than 
the other two and I don’t know 
whether that’s because of where I 
was bom in the family or not.
rVR: Yes.
Contemplating the impact of 
positions in family 
Younger siblings spending more 
time with brother
Younger siblings being more 
supportive of brother
Not knowing if differences were 
due to positions on family
Differential 
roles within 
family
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MELANIE: It could make a 
difference.
IVR: Yes okay. Um and some 
people sort of talk about positive 
and negative connotations 
associated with the experience of 
growing up with a family member 
with a disability and I just 
wondered what your thoughts are 
on this?
Positions in family possibly 
making a difference
Impact of 
position in 
family on 
differential 
roles
MELANIE: I think that the, the 
stigma makes it veiy negative.
rVR: Mmmm.
MELANIE: And it’s, it’s a huge 
thing stigma and, and for Mum 
the, the guilt. So there is lots of 
sort of stuff that, so I think for 
Mum probably just sort of the loss 
of who Jonathon could have been.
rVR: Mmmm.
Stigma being a negative 
connotation
Stigma being large 
Mother experiencing guilt
Mother experiencing loss of 
healthy child
Negative 
implication 
being stigma
Negative 
impact on 
mother
MELANIE: And, and Mum does 
talk about you know what he 
might be doing, he may be really 
good looking, looking at his 
lovely hair and that sort of thing. 
Um and that and the guilt 
associated with. Mum feels guilty 
that it’s her fault, she knows it 
isn’t but I think that is probably 
something that you will find a lot.
IVR: Right.
MELANIE: It might be a sort of 
a theme. Um, so, I have forgotten 
the question, I keep going off at a 
tangent and....
IVR: No that’s fine, it’s fine. It 
was whether you feel that there 
are any positive or negative...
MELANIE: ....Oh that’s it.
Mother suggesting how brother 
might be without a learning 
disability
Mother feeling guilty 
Mother blaming self
Negative impact 
on mother
Blame possibly being a theme 
Clarifying the question
Blaming
Remembering question
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IVR: ....Connotations.
MELANIE: The negative 
connotations would be the stigma 
and the guilt.
IVR: Uh ha.
MELANIE: And the guilt with 
the, the, I think that the guilt 
would be part of the response of 
stigma.
IVR: Right.
MELANIE: I think the stigma, 
the stigma might be the most 
negative connotation plus the, the 
sort of the lost experience of what 
he could have been. And then 
there is the positive connotations, 
I mean there are lots of positive 
stories in our family about the 
good things about Johnny and 
how, how sort of, we laugh a lot 
when we talk about him and we 
say, we sort of joke about things 
that he has done and Mum tells 
some lovely stories where she’s 
gone to a disco with him and he, 
if, you take him out he, he eats all 
the food in the room and so she 
will just be looking the other way, 
and he will have got food off 
someone else’s plate and mum 
will say, “this poor little girl, 
Johnny took her food” and she 
will find it really funny and it’s a 
really nice story.
IVR: Yes.
Stigma and guilt being negative 
connotations
Experiencing 
guilt and stigma
Guilt being a response to stigma
Stigma being greatest negative
connotation
Loss of ‘healthy’ child
Positive connotations being 
present
Family holding many positive 
stories
Laughing a lot 
Family joking
Mother recalling positive stories 
Mother recalling positive stories
Mother recalling positive stories
Mother recalling positive stories
Mother recalling funny stories 
about brother
Negative 
connotations 
being 
stigma and 
feelings of loss
Family coping 
through 
remembering 
positive stories
MELANIE: Because you know 
it’s so, it’s not his fault he doesn’t 
know. So um, there are lots of 
really positive stories I think that 
we have in our family and I think 
that’s a really, that’s our way of
Not blaming brother
Family having many positive 
stories
Family coping
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coping with it. To, to find it fimny 
and to have stories and, and to 
have a laugh about it and not to 
take it too seriously and not to 
sort of just, spend all our time 
thinking what he could have been 
and that sort of thing and Mum, I 
don’t know how much Mum 
thinks about it, we don’t, me and 
my Mum have hearts to hearts 
quite a lot, it’s something she 
actually mentions a lot, um I 
wonder if she has come to terms 
with it quite well and
IVR: Mmmmm.
Coping using humour and positive 
stories
Not being too serious 
Not always contemplating life 
without brother’s disability 
Not knowing time mother spends 
thinking about life without 
disability
Talking openly to mum
Wondering how much mum has 
come to terms with brother’s 
disability
Family eoping
MELANIE: And you know so 
the stigma isn’t that much of a 
problem anymore particularly 
over the last 20 years people with 
learning disabilities are much 
more out in the community than 
they were before but I think it’s a 
lot, it’s more, it’s probably easier 
for her um and she has got used to 
it.
Stigma no longer being a big 
problem
People with learning disabilities 
being accepted in community
Experience becoming easier and 
more natural
Society’s view 
of disability 
changing
IVR: Mmmm.
MELANIE: So the negative 
connotations um probably were a 
lot more acute around the time he 
was bom in the first few years 
and they are now a lot less 
because the children that she, that 
she spends a lot of time with, 
even well, don’t mention him or, 
mention him in a really good 
light.
Negative connotations being 
highlighted more when brother 
was younger
Negative connotations becoming 
less
Others responding positively to 
brother
Negative 
connotations 
becoming less
IVR: Mmmm.
MELANIE: And we talk about 
nice things so there is a lot of 
positive, there is at least as many 
positive, there is more positive 
actually than there are negative I 
would say now.
Family focusing on the positives
Experiencing more positive than 
negative connotations
Experiencing 
more positive 
than negative 
connotations
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IVR: Um, um. Okay and do you 
feel that growing up with 
Jonathon has influenced you as an 
adult?
MELANIE: Yeah. It’s, it’s in a 
very similar way that we sort of 
talked about before in terms of 
um thinking differently about 
people, appreciate things um, not 
having a disability. Um, realising 
how ignorant people ean be, um 
who don’t know about disabilities 
in any shape or form.
IVR: Okay, so thinking about the 
effects of disability and others’ 
perceptions of disability?
MELANIE: Yeah, definitely.
IVR: Okay and why did you 
choose to study clinical 
psychology?
MELANIE: Well I didn’t go into 
it initially but I was always 
interested in it. It, I was just, I 
was just interested in why, what 
people were thinking and why 
and how people work and that’s 
just been in, like a fundamental 
thing that I have always been 
interested in and so I did um 
philosophy at university and 
thought ‘oh this is a bit much’ um 
I then found out about 
psychology, I have chosen 
psychology because I am just 
really genuinely interested in it.
Recalling previous influences
Thinking differently 
Appreciating not having a 
disability
Becoming aware of others’ 
negative reactions
Not going into clinical initially 
Always being interested in 
psychology
Being interested in people
Having a long-term interest 
Undertaking a philosophy degree 
initially
Finding philosophy too much 
Finding out about psychology
Being interested in psychology
Experiencing 
positive 
implications of 
experience on 
the self
Not choosing
psychology
initially
Having an 
ongoing interest 
in people and 
psychology
rVR: Mmmm.
MELANIE: And I am very 
similar to my Mum in that way, 
she was genuinely interested in 
psychology but in those days 
when she was sort of training, she
Being similar to mum 
Mum having similar interests
Mother training in a healthcare
Sharing 
professional 
interests with 
mother
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trained as a healthcare worker. profession 
IVR: Mmmm.
MELANIE: So we, I don’t, yes, 
yes, I also think Jonathon is an 
influence on, on how I feel and 
certainly has influenced on my 
choice of career
IVR: Right. Can you tell me 
more about that?
MELANIE: Well it’s what I 
enjoy. Um, I worked um, first of 
all I worked with people with 
learning disabilities and then I 
worked in mental health and I 
really, really enjoyed it and 
clinical psychology is sort of the 
psychology of people within.
IVR: Mmmm.
MELANIE: Or disabilities or, or 
um difficulties. Um, so I suppose 
it just made sense that I liked 
psychology and I had worked in 
mental health and learning 
disability services and it made 
sort of sense to then study clinical 
so. I am not so interested in 
occupational or health or
IVR: No.
MELANIE: Um. What I am 
really interested in is sort of 
mental health problems or 
learning disability or problems 
like sort of thing.
IVR: Okay and do you think that 
your experience has influenced 
you professionally?
MELANIE: Um, it’s definitely 
given me a perspective but I think 
um, I am glad I have, in terms of
Brother with learning disability 
influencing self-feelings 
Experience influencing choice of
Experience 
influencing 
career choice
career
Enjoying the subject
Working in a learning disability 
service
Working in mental health 
Enjoying clinical work
Enjoying 
clinical work
Choice of psychology making 
sense
Gaining clinical experience
Choosing clinical making sense 
Not being interested in other 
psychology careers
Clinical 
psychology 
making sense as 
a career choice
Being interested in mental health 
or learning disabilities 
Being interested in similar 
problems
Clinical
interests
Experience influencing the
professional self
Being glad of the experience
Being
appreciative of 
experienee
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the, the, the insight of how 
something like that can be, that 
some of us, having a child with a 
disability or having a brother or 
whatever, with a, with a disability 
or an illness, can have a profound 
effeet on, um, on people.
IVR: Right.
MELANIE: Um I think, not 
necessarily where I am working 
now but in previous jobs that I 
have done, not in psychology but 
in, social work or support work, 
people have veiy little 
understanding, particularly the 
sort of the unqualified support 
workers have an unbelievably low 
understanding of what the 
relatives of someone with a 
disability are going through and 
they can say the most, without 
meaning to, completely, they are 
not meaning to but they can say 
the most upsetting things and 
Mum will come back fi-om a, a 
meeting with a key worker or 
whoever it is and say “oh that you 
know they, they’ve, criticised me 
that I haven’t done X”, and she 
will feel really, really bad, she 
will eome to me and she will be 
really upset and I would just 
think, and I will say, and I will 
say to her that you know, because 
I can see where they are coming 
from...
Experience giving self an insight
Understanding the impact of 
disability or illness on people
Professional 
qualities related 
to experience
Recalling previous employment
Working in social or support work 
Others in healtheare lacking 
understanding of disability
Others’ lacking understanding of 
impact of disability on family
Other professionals saying 
upsetting things
Mother meeting key worker
Mother feeling criticised by 
professionals
Mother feeling upset
Self understanding professionals’ 
viewpoint
Other
professionals’ 
lacking 
knowledge of 
impact of 
disability on 
family
IVR: Yeah.
MELANIE: ....I can see that, you 
know that, that perhaps yeah, she 
is feeding him, she’s not um 
letting him feed himself but, 
himself, she’s and she will eome 
back and she is so upset and I 
don’t think that they realise that 
all the other stuff that sort of goes factors
Acknowledging that mother may 
be restricting brother
Mother feeling upset 
Professionals not considering other
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on and how hard it is for her and 
that, you know, that harmless 
comment ean be really taken in a 
difficult way and if you sort of 
applied that like wifii people with 
mental health problems and 
perhaps families who are going 
though their child having 
schizophrenia or something, you 
can sort of see how you have to 
be so careful with families with 
what you say because there is so 
much guilt and shame and 
whatever it is, sort of caught up in 
all that.
IVR: Mmmm.
Professionals comments being 
taken by family in a different way
Thinking about other families 
experiencing different problems
Being aware of thinking what you 
say to families
Being aware of families’ difficult 
emotions
Awareness of 
impact on 
family and of 
working with 
families 
sensitively
MELANIE: But it must be so 
hard to, to work with a family and 
yes, there is so much caught up in 
it and I think I have got a better 
insight into that side of things that 
could, it could, it could be missed 
particularly if you are working in 
adult mental health.
Difficulties with working with 
families
Having a good insight into 
working with families
Family’s perspectives being 
overlooked
Professional 
qualities gained 
from experience 
in relation to 
working with 
families
IVR: Yes.
rVR: Okay and do you think that 
your experience has influenced 
you professionally in any other 
ways?
MELANIE: Yes, in the same sort 
of way. Um, I think it’s 
influenced my view of training. I 
don’t think that enough of, for 
instance I’ve certainly not had a 
lecture on caring.
IVR: Right.
Experience influencing training
Not receiving enough training on 
caring
Experience
influencing
training
MELANIE: I don’t know if you 
have but, I think that there should 
be more hands on service users 
and carers because they are the 
people that we are there for and 
we had one pretty bad lecture in
Wanting more lectures on serviee- 
users
Having limited lectures on serviee-
Limitations of 
training course
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the first year and that’s it.
IVR: Mmmm.
MELANIE: And actually I 
haven’t mentioned it but we 
should, have, carers of people 
with disabilities come and get 
their perspective because again it 
is different, it’s veiy different. I 
was a carer support worker for a 
while and, worked with a lot of 
people with schizophrenia and, 
and they had their own 
perspective so it can be similar 
but often it’s really different and 
that you need to get both 
perspectives to do any sort of 
work with the person because 
they are going to get help and it’s 
not going, you are not going to 
make of much of a difference if 
you are not getting the carers 
involved lot of the time.
rVR: Yeah, so it sounds like you 
think knowing about different 
family members’ perspectives is 
really important?
MELANIE: Yeah, definitely.
IVR: Right. And has your 
experience influenced you 
professionally or your 
professional choices in any other 
ways?
MELANIE: Um, in a way I have 
a different perspective in relation
to having the problems....
awareness of, of the subtleties of 
um having a brother with, having 
somebody with a disability in the 
family; that it can be awkward, 
difficult um, embarrassing, all the 
things that you don’t necessarily 
think of it just, it just makes you 
think slightly differently and
users and carers
Wanting teaching from carers
Importance of getting relatives’ 
perspectives
Recalling past work experience
Family members having a 
different perspective to client
Being aware of different 
perspectives
Benefits of knowing different 
views
Awareness of 
importance of 
family’s 
perspective
Having a different perspective 
about difficulties 
Awareness of experience of 
having a brother with a disability
Awareness of difficult feelings 
associated with having a brother 
with a learning disability
Thinking differently
Experienee 
having positive 
professional 
implications
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wanting to draw on that 
knowledge and ability.
IVR: Mmmm.
Wanting to utilise knowledge and 
ability
MELANIE: I am sure I would 
think differently if I didn’t have 
Johnny as a brother and so I am 
more open minded. I don’t know 
if there is any negative, maybe 
there are, maybe it’s, it might be 
easier to get um, um emotionally 
attached or emotionally involved, 
over involved.
Thinking differently due to family Positive
experience of disability implications of
Being more open minded experience on
the self
Possibility of becoming
emotionally involved with clients Challenges in
clinical work
IVR: Right.
MELANIE: But I think I learned 
that lesson earlier on when I, 
where people with learning 
disabilities and I thought “oh this 
is really hard, it’s reminding me” 
but I never had that before 
training, oh yes when I was 22,1 
found myself in a job with people 
with learning disabilities whieh I 
thought it was a elinical disability 
place and so thought “oh this is 
strange how life has turned out”.
IVR: Yes and I just wondered if 
you think your experience has 
influenced your clinical interests?
MELANIE: Um, well um to 
start with, like I say I got this job 
at this school and um, I thought 
they had a physical illness and 
then realised that they had 
cerebral palsy which is a physical 
illness but it’s also often a 
learning disability so I started in 
that and then I realised that I 
actually really enjoyed it, I, I 
thought ‘oh I really, I love Johnny 
but I really don’t want to go down 
that road because of, I thought 
that it might be difficult’.
Learning about challenges earlier 
on in career
Work reminding self of childhood 
experience
Learning about 
Working with people with learning professional 
disabilities challenges
Thinking about how life has turned 
out
Applying for job
The job turning out to be different 
to that expected
Working with people with learning 
disabilities
Enjoying working with people 
with learning disabilities 
Not wanting to work with people 
with learning disabilities initially
Not wanting to 
work with 
people with 
learning 
disabilities 
initially
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IVR: Mmmm.
MELANIE: But it actually 
wasn’t and I really enjoyed it so, 
and them somehow I have just 
ended up, I had a year last year, in 
a learning disability, um in a 
hospital for people with learning 
disabilities, so it’s quite weird 
how it works out and I am sure 
that it’s not a complete eo- 
incidence that I am now, I 
probably will apply for a learning 
disability job because I have got 
years of experience in learning 
disabilities and I have had a year 
on my placement so, out, out of 
all the sort of areas I could go 
into, if I wanted a job that would 
be the best area and that’s perhaps 
where I have got probably 9 or 10 
years of experience.
Not finding this work difficult 
Enjoying the work
Ending up working with people 
with learning disabilities
Thinking it’s strange how clinical 
interests have developed 
Clinieal interests possibly not 
being coincidence 
Applying to work in a learning 
disability service
Having much experience in 
learning disability
Having many years experience
Developing 
clinical interests 
in learning 
disabilities
Having more 
experience in 
learning 
disabilities
IVR: Okay.
MELANIE: Whieh is a lot, but I 
really love health and adult work 
but then I have got six months 
compared to 10 years so it’s 
quite....(pause)
rVR: Yeah.
Enjoying other elinical areas 
Having less experience in other 
areas
Having more 
elinical 
experience in 
learning 
disabilities
MELANIE: ....I might end up in 
learning disability. Not that I 
particularly feel, I am quite happy 
with that.
Likely to be working in learning 
disability service
Feeling happy to work in learning 
disability service
Feeling happy 
about clinical 
interests
IVR: Mmmm.
rVR: Okay and do you think that 
your experience has impacted on 
any other aspects of your life?
MELANIE: I think that would be 
the biggest impact in terms of job.
IVR: Right.
Experience having the biggest 
impact on employment
Experienee 
impacting on 
employment
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MELANIE; I am certainly not 
sort of a campaigner or anything 
like that. I think because in the 
early years it was such a. Mum 
made it so easy for me to 
understand what, what was 
different about Johnny, it’s just 
not been a big problem, so I don’t 
that it’s made that much of an 
impact beyond work but work, I 
just went down that path.
Not being a campaigner
Mother making disability easy to 
understand Mother making
Brother’s disability not being a big experience
problem easier to cope
Experience not having an impact with
beyond work
Just following this career path
IVR: Mmmm.
MELANIE: I don’t know.
rVR: Right.
MELANIE: A bit also because of 
my interest in that area because I 
know about it.
IVR: Yeah, so do you think that 
in some way having a family 
member with a disability 
influenced your choice of career?
MELANIE: Um yeah I guess it 
did because it’s what you know.
If you are, when you are growing 
up if you spend lots and lots and 
lots of time with children, you are 
probably more likely to go into 
working with...
Being interested in area because of 
knowing about it
Interest in 
profession 
arising from 
experience
Family experience influencing
career choice
Knowing about disability
People’s experiences influencing 
their work
Childhood 
experiences 
influencing 
career choice
IVR: Mmmm.
MELANIE: ....Child
rVR: Mmmm.
MELANIE: Children and child, 
and children and families, in the 
same way that if you spend a lot 
of time like with an older person 
with social care, you are going to 
do the same just because your 
experience of it makes it 
something that you know and you
Experience influencing career 
interests
Knowing about an area through 
experience
Experiences 
influencing 
knowledge of 
employment
areas
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MELANIE: So in that sense 
yeah, because I know it that I am 
used to it and I, when I, when I 
am with people with learning 
disabilities I feel comfortable 
because I, I am used to it and I 
feel like I’ve, I’ve got an 
understanding from a different 
perspective, not just from a, as a 
professional but as a relative and 
a carer or whatever you want to 
call it.
Knowing and being familiar with 
disability
Feeling comfortable with people 
with learning disabilities 
Familiarity
Having a relative’s perspective
Positive 
implications of 
experience on 
the self
rVR: Okay.
MELANIE: So yeah.
IVR: Yeah. That’s very 
interesting, so it sounds like you 
gained a lot from your experience, 
which has influenced your 
knowledge and interests?
MELANIE: Yeah. Yeah.
rVR: Okay. Do you think that 
your experience has, or might 
influence your choice of partner?
MELANIE: No (Pause). Well in 
the sense that if they had a 
problem with Jonathon then they 
would be out.
Not choosing a partner who has a Choice of
problem with brother partner
IVR: Yes.
MELANIE: Um, but no. But 
then I then I do, one thing that I 
love about (Name of partner) is 
that he is so open, he is really, he 
wouldn’t judge anyone.
Not thinking experience 
influenced choice of partner
Partner’s positive traits
Choice of 
partner
IVR:Um
MELANIE: Um so maybe, yeah
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actually, yeah I take that back, 
yeah it does influence my choice 
of partner.
IVR: Okay.
MELANIE: But not in a sense 
that I would choose someone sort 
of like Johnny.
rVR: No.
MELANIE: I, I respect people 
who are open minded so, so 
growing up with um Jonathon as a 
brother has made me understand 
how, how people could be 
stigmatised which has made me 
respect people who don’t 
stigmatise people and that would 
be the sort of person that I would 
choose as a partner.
IVR: Yes.
MELANIE: Because I wouldn’t 
choose someone who is narrow­
minded because I, I can’t stand 
people who are sort of you know 
um are stigmatising and that sort 
of thing.
rVR: Mmmm.
Realising experienee does 
influence choice of partner
Research Dossier
Experience 
influencing 
choice of 
partner
Not choosing partner like brother
Respecting others who are open- 
minded
Childhood experience enhancing 
knowledge of stigma
Respecting people who don’t 
stigmatise
Traits self looking for in partner
Not wanting a narrow-minded 
partner
Not liking others who are 
stigmatising
Choice of 
partner
Choice of 
partner
Dislikeable 
traits in a 
potential partner
MELANIE: That sounds really 
unfair but its um, yeah it would 
affect me in that way.
IVR: Okay and how about any 
impact on your choice of friends?
MELANIE: Same thing, but as I 
said when I was younger I was...
rVR: Right.
MELANIE: It, it had even got to 
the point where I thought well if 
they have got a problem with
Not wanting to sound unfair
Referring back to traits in a partner
Not wanting friends who have a 
problem with brother
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Jonathon then they can just go 
away. But no-one ever did have 
IVR: Mmmm. Mmmm.
Friends not having a problem with 
brother
Choice of 
friends
MELANIE: So, yeah (pause).
rVR: Okay and is there anything 
that occurred to you during this 
interview which you hadn’t 
thought about before?
MELANIE: Ah there’s a few 
questions, I would have to read 
through the list, that I thought, 
well I thought that I hadn’t 
thought about that. But nothing in 
terms of sort of an insight. 
Definitely, you have asked some 
questions that I haven’t thought 
about. I mean maybe the bit about 
whether Stephanie, Barry my 
eldest two siblings had, whether 
they, their relationship with 
Johnny was more um, was 
different, the kind of (pause).
IVR: When we were talking 
about the position in the family?
MELANIE: Yeah.
IVR: And the impact of that?
MELANIE: Yeah, and whether 
their relationship with Johnny was 
to do with where he was bom in 
the family rather than just because 
of their, their personalities.
rVR: Yeah.
MELANIE: But I am not really 
sure, I don’t know, about that side 
of things.
IVR: Okay and is there anything 
else about your experience that I 
haven’t covered and that you feel 
is important to discuss?
Some questions not being thought 
about before interview
Some questions not being thought 
about
Not thinking before about different 
sibling’s relationships with brother
Issues not 
thought about 
before interview
Not thinking before about impact 
of positions in the family
Impact of 
positions in 
family not 
being thought 
about before
Not knowing
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MELANIE: Um. Yeah I mean I 
have covered it before but I think 
what is the most important thing 
for me is, is, how Mum coped 
with it.
Mother’s coping being important 
influence on self
Mother’s 
coping being 
important 
influence on 
self
IVR: Mmmm.
MELANIE: I feel that um, the, 
the sort of the, the emotional 
consequences of having a child 
with Down’s syndrome or having 
you know, being related to 
someone with a disability impacts 
very, been very, been very much 
involved in their affairs or having 
to do, for me it wasn’t that much 
of a problem but for her or 
perhaps for Dad it, it’s hugely, 
you can’t sort of under estimate 
the impact that it has on that 
person, and particularly a parent.
IVR: Mmmm.
MELANIE: And how they deal 
with it and, and Dad dealt with it 
pretty much by letting Mum get 
on with things.
IVR: Right
MELANIE: But also that, that 
there might be within the same 
family someone who feels veiy 
unaffected, like me.
IVR: Mmmm. Is there anything 
else which you haven’t thought 
about before?
Emotional impact of the 
experience on mother
Being very involved in the person 
with a learning disability’s life
Disability having a big impact on 
parents
Not under-estimating impact of 
disability on parents
Impact of 
disability on 
parents
Father coping by letting mother 
get on with life
Parents’ eoping
Self not feeling affected by 
experience
Self not feeling 
affected by 
experience
MELANIE: Just training on 
carers. That’s what our course 
really, really lacks.
rVR: Mmmm.
Training course lacking teaching 
from carers’ perspectives
Limitations of 
training eourse
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MELANIE: They are going to 
have slightly different angles on 
it. They going to be wanting 
different things to the person, 
quite possibly.
MELANIE: And that sort of, and 
it’s a whole, it’s, as a psychologist 
you are looking at the problem 
with different eyes and whilst 
that’s extremely useful you also 
need to somehow understand the 
experience of that person 
whatever it is that they are 
coming to you for and that wasn’t 
represented well enough in the 
course
Carers’ having a different 
perspective to clients’
Role of a psychologist
Needing to understand person’s 
experience and background
Person’s background not being 
represented enough in training
Carers’ having 
different 
perspectives to 
clients
Importance of 
understanding 
people’s 
background
IVR: Um okay and do you have 
any questions you’d like to ask 
me?
MELANIE: No, I don’t think so. Not wanting to ask questions
IVR: Is there anything else that 
you would like to add?
MELANIE: I don’t think so, no. Not having more to add
rVR: Okay. Well thank you for 
your time.
MELANIE: You are welcome.
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Appendix J: Some Examples of Quotations to Illustrate One 
of the Emerging Categories
CATEGORY: SELF-IDENTITY
Sub-Category: Care-giving Roles
Participant Quotation
Cindy “Yeah and I suppose it’s made me more thoughtfiil”.
“I am more tolerant as a result”.
“It’s made me more flexible...and more adaptable, that’s what 
people tell me”.
“It’s made me more caring and considerate”.
“I think I’m more responsible”.
Ruby “I think it...it just...the roles just become part of the way you 
are”.
“...sort of you know feeling the desire to look after people, you 
know particularly emotionally”.
“It didn’t make sense that...other children perhaps didn’t have 
those sorts of responsibilities”.
Bethany “You know being very used to caring and taking a big 
responsibility...I have noticed I, I do sort of take that caring role 
in other contexts as well, not just in terms of my brother in the 
family context”.
“...it has made me a much more tolerant person”.
“I have this sort of great sense of protection over him. That has 
made me a veiy sort of protective person”.
“I sometimes perceive myself being a little bit like the 
peacemaker”.
“...perhaps you know it naturally shaped me towards more of a 
sort of a caring role...I do sort of take that role in other contexts 
as well”.
Melanie “...it makes you less selfish”.
“...it makes you think more about other people”.
Samantha “It made me supportive”.
“I was always very caring...I’ve always been interested in caring 
and I’ve done that from a young age”.
“I have grown up being the caring one”.
“I was just wanting to look after people and help with the 
cooking”.
“I wanted to look after her (mother) and do everything for her”. 
“It’s always wanting to make things better for her and for other 
people”.
Karen “I think it’s changed me...it makes me more caring of other 
people”.
“I suppose I’d be more considerate of other people”.
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Sarah “I felt very protective over him”.
“Fm always thinking of things I can do to help others”. 
“I look out for him and other people”.
Trudy “You become a more responsible...person”. 
“Fm more tolerant”.
William “It’s made me more aware of people’s vulnerabilities”. 
“I’ve learnt how to help guide people”.
Katie “I have always been a bit of a rescuer I suppose so I think I like 
being in that needed role”
“...so I am really, really practical...I am kind of practical and 
organised”.
“Fm probably more um nurturing”.
“...and also probably made me a bit more responsible than I 
would have been”.
“Um I think it’s made me more tolerant”.
Sub-Category: Personal Consequences -  Personality
Participant Quotation
Cindy “It has impacted on my personality...in how I interact with 
people”.
“It helps you to be more genuine and patient”.
“I think Fm quite mature”.
“Um from the negative side I suppose, maybe I do worry a lot 
more...you have always got somebody that you kind of have to 
look after”
Ruby “I became sort of emotionally quite mature”.
“I think for me there...there were a lot of positive things that 
came out”.
“I like the adult I’ve turned into. I like the parent I’ve turned 
into. I like the partner I’ve turned into. And I couldn’t be that 
person if I’d not had that lifelong experience of, you know, 
growing up in my family”.
“It has made me part of the adult that I am”.
“I was veiy introverted”.
“But then I also feel guilty that my mum is still not a happy 
person”.
“Fm not upset with where I’ve ended up or um with who I am. 
In fact I think Fm very lucky”.
Bethany “I think it’s maybe made me a more patient person”. 
“It’s an experience Fm glad I have had”.
“I am more mature”.
“I am more resilient which I think is a good thing”.
Melanie “I became quite proud of telling people that I had a brother with 
a learning disability”.
“...realising how ignorant some people can be”.
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“...it has changed some things in the sense of it is part of my 
narrative, my story”.
“I am more open minded”.
“...the negative connotations would be the guilt”.
“I am sure I would think differently if I didn’t have Johnny as a 
brother”.
Samantha “I don’t find people scary”.
“It’s made me more aware of people’s difficulties”.
I am a very cuddly person and I like talking about things”, 
“...and I am quite patient”.
“It has made me an understanding person”.
“My idea of normal is a bit broader”.
“I think that is a strength too because I would rather treat people 
as normal human beings and give them a chance than just to 
disregard them and ignore them”.
“I also think it’s made me a kind of a worrier because I worry 
about everything...and worry what’s going to happen to people 
and how is she (mother) going to cope”.
Karen “I suppose strengths are to be more open and honest”. 
“I’m not scared of disability”.
“I did worry a lot”.
Sarah “I think that exposure has made me a bit more resilient...I kind 
of cope with most things that are thrown at me”.
“...I probably worry about whether Edward would be happy in 
the future or whether he would have more physical problems, 
how dependent or otherwise he is going to be and whether he is 
going to be able to provide for himself’.
“I think I’m very lucky...overall I’m glad he is my brother”
Trudy “The experiences I’ve had have obviously made me into the 
person I am”.
“It has made me realise I’m a strong person...I don’t fall apart”. 
“You become more patient”.
“You become a more...mature person”.
William “I realised I had to deal with things on my own. I realised that I 
couldn’t rely on him, you know, my big brother, that was 
certainly a time when I realised I had to stand on my own two 
feet”.
“I probably worry about whether Anthony would be happy in 
the future or whether he would have more physical problems, 
how dependent or otherwise he is going to be and whether he is 
going to be able to provide for himself’
“The negative connotations are feelings of guilt and shame. I 
feel guilty about the consequences of his disability”.
“...but it shapes your life you know. We couldn’t have had the 
same life if he’d not had the disability”.
“The good things are that sense on life I couldn’t have had 
otherwise”.
“He um has given me a sort of sense on life that I wouldn’t have 
had otherwise”.
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Katie “It’s made me a lot more independent...I think it made me,
probably, a bit more mature”.
“I probably cope with a lot more than other people”.
“I have a lot of patience”.
“I am not that easily shockable”.
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